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hyrotoxicosis with goiter is seen with signifi- 

cant frequency in childhood. It is less com- 
mon than nontoxic adolescent goiter and hypo- 
thyroidism. About one per cent of all cases of 
hyperthyroidism occur before age 14.* For this 
reason, there has been less opportunity to evalu- 
ate therapy in children than in adults. Long 
term studies are needed to assess the effect of 
puberty and adolescence in children who have 
had remissions. Eleven hyperthyroid patients 
have been observed by us during the past six 
years in the Pediatric Endocrinology Clinic, at 
the University of Illinois College of Medicine. 
The patients, 10 girls and one boy, ranged in 
age from 3 to 12 years at the time of onset 
of symptoms. 


ETIOLOGY 

The etiology of toxic diffuse goiter is subject 
to continued investigation. Infection, creating 
increased requirements for thyroid hormone, is 
represented by a compensatory effort by the 
gland. A constitutional basis for hyperthyroid- 
ism and for pathology of the entire endocrine 
system has not yet been elucidated? A true 
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hereditary factor, a recessive character, appears 
to have been established for toxic diffuse goiter, 
but no proof was obtained for toxic nodular 
goiter.* Thyrotropin has been implicated as a 
cause of goiter and hyperthyroidism. Dobyns 
and Steelman‘ feel there is a separate fraction 
of pituitary hormone that causes exophthalmos. 
Werner et al.° present evidence that hyperthy- 
roidism is not due to thyrotropin and that the 
undescribed cause arises in the thyroid gland. 
The consistency with which emotional disturb- 
ances are found to precede the onset of hyper- 
thyroidism would seem to be evidence of critical 
significance in its etiology, though this does not 
prove the existence of an etiologic relationship 
between the two. But increasing evidence adds 
to this probability.* The stresses of growth and 
puberty are important factors in childhood thy- 
rotoxicosis. 

Simple goiter virtually has disappeared due 
to the use of iodized salt. Deficiency of iodine 
intake was previously stressed as the main cause 
of goiter and hypothyroidism.* There is some 
doubt that this actually is the case. The faulty 
handling of iodine in the body (absorption, thy- 
roid enzyme action) as a cause of overactivity of 
the thyroid gland has not been investigated ade- 
quately. 


PATHOLOGIC PHYSIOLOGY 
The pathologic physiology of thyroid disease 
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is understood only partially. The following rep- 
resent the present theories concerning the path- 
ways in the production of thyroid hormone and 
the methods of studying those steps :** 

Iodide, absorbed by the intestine, is trapped 
and concentrated by the thyroid gland. The 
thyroid plasma iodide clearance of 1'* 
and 24 hour uptakes of I'*! measure the 
trapping ability as it is influenced by dietary 
iodide, renal iodide clearance, and thyroid blood 
flow. On the whole, these tests are satisfactory 
measures of the ability of the thyroid to trap 
iodide. 

The second step of thyroid hormone produc- 
tion is the organification of iodide or the oxida- 
tion into organic iodine which combines with 
tyrosine to form, ine turn, monoiodotyrosine, 
diiodotyrosine, and finally thyoxine. Failure of 
organification occurs congenitally in certain 
familial cretins, while blocking of this step is 
the mechanism of action of thiouracil and 
mercaptoimidazole. The amount of I**? remain- 
ing one hour after thiocyanate has cleared the 
thyroid of all iodine not yet organically bound 
provides a measure of thyroid organification. 
Within the thyroid, the hormone is stored in the 
thyroglobulin. Abnormalities of thyroglobulin 
have not been described with certainty. However, 
it is thought one form of congenital goiter may 
be due to an abnormality in the breakdown of 
thyroglobulin, such that diiodotyrosine is not 
deiodinated and accordingly appears in the 
blood stream. 

Tests of the actual rate of thyroid hormone 
secretion remain complex and inaccurate. The 
rate of degradation of the hormone in the 
tissues may be ascertained by testing the amount 
of PBI-** persisting for 15-20 days after giving 
labeled thyroxine. In Graves’ disease and 
nephrosis, such degradation appears increased. 
In the blood stream, thyroxine is carried bound 
to an alpha globulin. This bond results in a slow 
release of thyroxine, a fact that may explain the 
slower action of thyroxine or desiccated thyroid 
as compared with triiodothyronine. 


CLINICAL PICTURE 

Toxie goiter ordinarily presents little or no 
difficulty in recognition. We have encountered 
it in one child as early as 3 years, though its 
most frequent occurrence in pediatrics is in the 
years just prior to adolescence. The well known 
symptoms of nervousness, weight loss despite 


46 


large appetite, heat intolerance, exophthalmos 
[not infrequently asymmetrical], and goiter 
were found in all our patients who had Graves’ 
disease. On examination, the gland was found 
diffusely enlarged [three were nodular] and 
showed either a palpable thrill or auscultatory 
bruit. 

The clinical picture in childhood is very 
similar to that in adults. Two interesting dif- 
ferences occur occasionally,’ especially if severe 
toxicity persists for months or years: (1) extra 
skeletal growth (height, advanced bone age), 
and (2) depression of gonadal maturation (de- 
layed menarche, menorrhea, menorrhagia). Com- 
plications of diabetes mellitus and auricular 
fibrillation may accur. Thyroid crises are much 
less common in children than formerly, as a 
result of early control with thiouracil, iodine, 
bed rest, sedation, and better surgery. 


DIAGNOSIS 

Diagnosis was unequivocal in every case, al- 
though the severity and symptomatology varied. 
All had enlarged thyroid gland and the char- 
acteristic cardiovascular manifestations of rapid 
bounding pulse and wide pulse pressure. All in 
this group, with one exception, had eye signs 
varying from separation of the eyelids to frank 
proptosis. 

Confirmation of the diagnosis was obtained 
with radioactive iodine uptake since 1950, and 
in more recent years with serum protein-bound- 
iodine measurements. This latter test is most 
useful. Elevated values of 9 to 20 or more 
ag/100 ml. are seen. The basal metabolic rate 
is least used because, to yield informative results, 
a high degrees of co-operation is required on the 
part of an already disturbed child. 


GOITER IN OTHER CONDITIONS 

(Table 1) Crawford estimated in 1956 that 
16 per cent of new admissions to the adolescent 
endocrine clinic at Massachusetts General Hos- 
pital were for various types of goiter. Although 
thyrotoxic goiter is receiving chief consideration 
in this discussion, five other types will be 
mentioned; goiter, goiters of adolescence and 
lymphocytic infiltration, the goiter of defective 
thyroxine synthesis, and thyroid carcinoma. 
Iodine deficiency goiter has become so rare in 
this country as to deserve no more than mention. 
Goiters in newborns are seen most frequently 
in infants born of mothers receiving iodides for 
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TABLE 1 
PATIENTS STILL RECEIVING N-PROPYLTHIOURACIL (PTU) 

















Age of Present Duration of | Enlargement 
Patient Onset Age Treatment of gland Exophthalmos Response. of Goiter 
Year/Month Year/Month Year/Month Before Before to PTU and thyroid 
Treatment Now Treatment Now 
L.S. 1 2 5 5 2 10 +++ — aca + 
N.G. 9 7 12 10 2 2 ++++ + ++ + no change 
N.H. 9 11 9 8 3 2 ++++4+ + ++ ++ no change 





hay fever or asthma, or of mothers being treated 
for thyrotoxicosis with one of the thyroid syn- 
thesis blocking agents. Spontaneous regression 
of the goiter usually occurs in a week or two, al- 
though mechanical compression of adjacent 
structures — trachea, esophagus and great veins 
from the head—may require simple division of 
thyroid isthmus by surgery. 

The commonest of all forms of goiter, the 
thyroid enlargement seen in adolescent girls, is 
the most mysterious etiologically. The treatment 
advocated, recognizing its flimsy basis in the ab- 
sence of a better understanding of the causation 
of adolescent goiter and Hashimoto’s lympho- 
cytic thyroiditis, is desiccated thyroid. This must 
be given in full doses for at least a year to reduce 
its size. The aims of treatment are to achieve 
attractiveness, alleviate hypothyroidism if pres- 
ent, prevent nodule formation, and in case of 
Hashimoto’s struma, to reduce the likelihood of 
late development of a functionless gland. 

Goiters of defective thyroid synthesis are 
notably congenital, hypothyroid, and nodular. 

Thyroid carcinoma’®*°?" is a rare entity in 
childhood. Usually no signs of metabolic dis- 
turbance are present. Metastases to the cervical 
nodes lead to the most frequent presenting com- 
plaint of cervical adenitis. Nodules in the thyroid 
substance of child or adolescent, particularly if 
solitary, undergoing change in size or associated 
with vocal cord paralysis are malignant more 
frequently than not. A dictum has developed 
that all such discrete nodules should be biopsied. 
When a diffuse goiter fails to respond to ade- 
quate suppressive doses of thyroid, an open 
surgery biopsy is indicated. 

TREATMENT 

The choice of treatment for hyperthyroidism 
in childhood depends upon the severity of toxic- 
ity and its duration. If toxicity is mild to 
moderate, we agree with Reilly,’ Van Wyk,*° 
Kunstadter,”’ and Allen,’* that medical manage- 
ment should be tried. 

Either propylthiouracil or methimazole was 
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used in these patients. Propylthiouracil is ef- 
fective, relatively safe, and widely used. Methi- 
mazole (Tapazole®) has a more rapid action and 
is more potent; the dose is about one-tenth that 
of propylthiouracil. Patients who do not respond 
after some weeks of therapy probably have more 
than mild toxicity. Adverse reactions to propyl- 
thiouracil have varied between 1.5% and 10%. 
Toxic reactions****usually are mild. Toxic re- 
actions to the antithyroid drugs in this series 
included joint swelling and nausea in one pa- 
tient after methimazole, and fever and leucocy- 
tosis in one patient after iothiouracil. Mortality 
with thiourea derivatives is practically nil. 

The starting dose of propylthiouracil for 
young children should be 50 mg.; and up to 100 
mg. for adolescents, every 8 hours. The patient 
is kept in the hospital with mild sedation until 
improvement occurs, usually about three weeks, 
although a completely euthyroid status usually 
is not achieved for two to four months. The 
subsequent assessment of thyroid status can be 
based on clinical appraisal, and the dosage 
regulated accordingly. Throughout the period of 
therapy, children attend school and lead normal 
lives. Over 500 mg. daily may have to be given 
to arrest thyroid activity. In severe cases, 
propylthiouracil occasionally brings on euthy- 
roidism within several weeks to several months. 
When this occurs, the dose should be reduced to 
one-half or one-third for maintenance over the 
following six months to prevent recurrence. In 
50 percent of severe cases, discontinuance of 
propylthiouracil is followed by relapse’. If thy- 
romegaly develops during treatment and does 
not subside, small doses of thyroid substance? 
often will reduce it through sparing the gland 
by inhibition of the thyrotropic hormone. Per- 
sons with small toxic goiters have the best chance 
of obtaining permanent remission from thiourea 
derivatives". 

Following medical therapy, there are patients 
whose I*** uptake remains markedly elevated 
and who are clinically euthyroid. The PBI can 
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fall as low as 0.8 gamma per cent under treat- 
ment with antithyroid drugs, yet the patient 
may remain clinically normal. Often this de- 
pends on temporal relationships. The PBI will 
fall faster than the BMR and prior to change in 
the clinical picture of patients given large doses 
of antithyroid drug’’. On continued dosage, some 
eventually will develop myxedema. The same 
thing is true of a patient who is going to have 
an exacerbation of toxic symptoms. The PBI 
rises before the BMR. 

In judging thyroid status in the euthyroid or 
slightly hypothyroid range, clinical examination 
has proved helpful. Oral temperature, resting 
pulse, and skin temperature and _ texture, 
especially over the extensor surfaces of the fore- 
arm and legs, are usefal objective indices. 

(Table 2) Three of our patients are still be- 
ing treated with propylthiouracil. All are clin- 

TABLE 2 
DECISION TO DO SURGICAL RESECTION 


I. Failure of drug due to toxicity. 

2. Relapse after medical remission. 

3. Progressive enlargement of thyroid with treatment. 

4. Psychic factors in parent or child which make adequate 
observation during prolonged treatment doubtful. 

5. Economic problems of family. 

6. Persistence of mild toxicity with adequate drug therapy. 








ically euthyroid, requiring continuous propyl- 
thiouracil 350 mg. daily (L.S., 3 years); and 
450 mg. daily (N.H., 314 years and N.G., 2- 
3/, years), to maintain remission. Their radio- 
iodine uptakes six months ago, after dicontinu- 


ance of therapy for one month, were 57%, 46%, 
and 44% respectively. Some exophthalmos has 
persisted in the medically treated patients but 
the thyroid gland has been reduced considerably 
in size. 

If a child continues to have hyperthyroidism 
of some duration [for over one month despite 
attempts at medical control], surgery is ad- 
visable. (Table 3) In the first relapse in this 
condition, medical care ¢bed rest, sedation, high 
caloric diet, adjustment of dosage of propyl- 
thiouracil) can be started. At least partial re- 
mission will occur within four to eight weeks 
when helped along by a medical regimen, and 
this is the time for surgical safety. The stage 
of remission is approached when the pulse is 
100 or below, the BMR below +15 to 20, and 
bruit gone. Propylthiouracil usually is not dis- 
continued and Lugol’s solution is given also for 
seven to 10 days before surgery. Two to 5 drops 
of Lugol’s solution three times a day are recom- 
mended. A drop of Lugol’s solution contains 
just over 6 mg. of iodine, which is more than the 
daily requirement of 50-200 meg. More than this 
—e.g., large doses of 15 to 30 drops three times 
a day—should not be used as this will saturate 
the body and prevent the beneficial aid of iodine 
for preoperative preparation. Surgeons prefer to 
limit the use of iodine to this preoperative 
period. 

Surgery consists of leaving 1-5 gm. of thyroid 











TABLE 3 
PATIENTS SUBJECTED TO THYROIDECTOMY 
Age of Duration of Reason for Postoperative Condition Duration of 
Patient Onset Medical Rx. Thyroidectomy Metabolism Exophthalmus Complications Follow-Up 


Year/Month Year/Month 


Year/Month 


























Dx. 10 3 2 Toxic nodular Euthyroid - Recurrence 
goiter Hyperthyroid ad 
10 10 2 3 Recurrent TNG euthyroid ad Laryngeal 
paralysis 
Recovered 3 5 
N.G. 9 6 5 Toxic nodular Hypothyroid + Hypothyroid 1 10 
goiter, unco- 
operative 
M.]. 7 6 0 PTU unavailable Euthyroid + ~ 
1934 Hyperthyroid + + Recurrence 
27 5 Recurrent TNG Euthyroia + - 7 
L.W. 11 1 3 Toxic to PTU Euthyroid = _ 2 
Toxic to MTZ 
E.S 10 9 3 Unco-operative Euthyroid - _- 1 11 
M.B. 5 4 9 Medical failure Euthyroid +, _ 4 7 
Nodularity 
R.D 12 3 2 Unco-operative Euthyroid + + a 1 9 
Hyperthyroid + + + Recurrence 
D.P. 11 3 1 3 Unco-operative Euthyroid - - 3 
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tissue on the posterior capsule, and preserving 
the parathyroid glands and the recurrent laryn- 
geal nerves. The mortality after competent sur- 
gery is less than 0.5 per cent’. Physical growth 
and gonadal maturation thereafter are normal. 
More radical surgery is indicated for children 
than for adults. Adequate surgery arrests the 
disease quicker than does medical management. 

(Table 4) Subtotal thyroidectomy has been 
performed on eight of our patients because of 
nodularity of the gland, toxic reactions to the 
antithyroid drugs, failure to maintain the eu- 
thyroid state on an outpatient basis, or inability 
to maintain adequate supervision of patient after 
hospital discharge. Of the patients subjected to 


TABLE 4 
JUVENILE THYROTOXICOSIS 





MANAGEMENT: 
DISADVANTAGES 
MEDICAL ; 


. Close observation 

. Frequent laboratory tests 

Occasional sensitivity to antithyroid drugs 

. Failure to co-operate 

. Strict 8-hour schedule of dosage 

. Occasional failure to obtain adequate response. 
ADVANTAGES 

Careful medical management over 2 or 3 years offers ‘cures’ 

to at least 50%—Van Wyk. 

Remissions 4 years or longer may be anticipated in 45-65% 

—Kunstadter. 
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thyroidectomy, six are euthyroid, one has mild 
hypothyroidism, and one has recurrent toxic 
states and is now under radioidine therapy be- 
cause of great emotional instability and failure 
to co-operate with medical management. A 
second operation was necessary in two patients 
because of recurrent thyroid nodules. The nec- 
essity of long term follow-up of these patients, 
even after subtotal thyroidectomy, is well illus- 
trated by a hyperthyroid patient in our clinic 
who was treated at age 7 by subtotal thyroidec- 
tomy and, 20 years later, had a recurrence of 
hyperthyroidism. The other patient with recur- 
rent toxic nodular goiter presented no exoph- 
thalmos and is considered not to be representa- 
tive of classical Graves’ disease. 

Postoperatively, iodine and propylthiouracil 
are discontinued and a regimen of full thyroid 
substitution therapy is begun. After a year pa- 
tients are given a trial of thyroid. Many will be 
able to discontinue medication without evidence 
of hypothyroidism. 


CONTROVERSY ABOUT MANAGEMENT 
(Table 5) A controversy exists concerning the 
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TABLE 5 
JUVENILE THYROTOXICOSIS 








MANAGEMENT: 
DISADVANTAGES 
SURGICAL 
. Occasional relapse 
. Occasional hypothyroidism 
. Surgical scar 
Risk of temporary hypoparathyroidism 
. Risk of damage to laryngeal nerve 
Progression of exophthalmos (adults) 
ADVANTAGES 
. No prolonged period of preoperative observation 
. Return to euthyroid status in few weeks 
. Infrequent recurrences 
. Minimal interruption of school and social activities 
. Infrequent follow-up visits. 
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therapeutic management of the  thyrotoxic 
goiter. During the past 10 years antithyroid 
drugs have been used by Wilkins to treat all 
children with hyperthyroidism in the Harriet 
Lane Home Endocrine Clinic. Fifty per cent 
have had prolonged remission, 25 per cent have 
required subsequent surgery and 25 per cent are 
still under medical therapy. Adolescence has not 
precipitated a relapse in any child who was 
previously in remission. This group recom- 
mends surgery only for children who are sensi- 
tive to antithyroid drugs, who fail to co-operate, 
or who cannot be followed closely. In the re- 
mainder, treatment with antithyroid drugs has 
been continued until there was substantial re- 
duction in the size of the gland. A period of two 
years of continuous therapy is suggested as the 
minimal period of treatment, At the endocrine 
clinic of the Massachusetts General Hospital, 
Talbot uses antithyroid drugs only for the pur- 
pose of establishing a euthyroid status in prep- 
aration for surgical subtotal thyroidectomy. 
Neither medical nor surgical treatment 
presents a serious hazard to life. The advantage 
of medical therapy is that remission from the 
thyrotoxic state can be induced regularly and 
maintained indefinitely by careful management 
over two or three years. This offers satisfactory. 
results in at least 50 per cent, according to Van 
Wyk’. Surgical removal of all but 5 per cent of 
the thyroid substance lessens the percentage of 
relapses but increases the probability of perma- 
nent hypothyroidism. Postoperative supervision, 
while necessary, requires relatively fewer office 
visits and laboratory procedures. The child is 
left with a scar and in most instances will take 
substitution thyroid therapy once daily for a 
year. Propylthiouracil administration requires 
strict, by the clock management with adjustment 
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TABLE 6 
GOITERS IN CHILDHOOD 








HYPOTHYROID EUTHYROID HYPERTHYROID 
1. NEONATAL GOITER (TRANSIENT + 
1-2 WEEKS) 

2. ADOLESCENT GOITER AND SLIGHT +} : 

HASHIMOTO’S LYMPHOCYTIC THYRODITIS BEI - PBI 
3. GOITERS OF DEFECTIVE THYROID SYNTHESIS + 
4. THYROID CARCINOMA + 
5. THYROTOXIC GOITER + 
6. IODINE DEFICIENCY GOITER + 





of dosage and observation for toxic side effects 
which may come two or three years after the 
patient has been getting along satisfactorily. 
(Table 6) 

The risk of surgical damage to the parathy- 
roids and recurrent laryngeal nerves has been 
lessened by the skill of the surgical staff. Post- 
operative hypothyroidism usually is not lasting. 
Exophthalmos tends to persist following success- 
ful management of both types, although it gen- 
erally is less. We have not encountered sufficient 
exophthalmos after treatment to warrant direct 
therapeutic approach to this problem. Severe 
progressive exophthalmos under medical man- 
agement would contraindicate surgical resection 
of the thyroid*®. 

At present our choice of treatment is governed 
by an analysis of each individual case rather 
than by single methods of management. 


FURTHER COMMENTS ON THERAPY 

The question usually is raised about the use 
of radioiodine therapeutically in children. No 
case of carcinogenesis in man has been reported 
from use after radioiodine’. Radioiodine therapy 
may be proved safe in years to come. Its use 
then might be prescribed when medical therapy 
fails and the patient refuses surgery, or if a 
medical problem such as rheumatic heart disease 
contraindicates risk of prolonged medical 


therapy. In the light of our present lack of in- 
formation about the possibility of ultimate de- 
velopment of cancer, delayed genetic effects, and 
depression of gonadal function, we suggest not 
using radioiodine treatment in children. 


TOXIC NODULAR GOITER VS. 

GRAVES’ DISEASE 

(Table 7) The clinical picture of toxic nodu- 
lar goiter differs from that of Graves’ disease 
in a number of ways. While some thyroid- 
ologists'® frequently do not distinguish between 
toxic nodular goiter and Graves’ disease, others 
feel it is important to do so. The onset of hyper- 
thyroidism of toxic nodular goiter does not seem 
to be precipitated by emotional factors, there is 
no exophthalmos, and patients do not have the 
muscular irritability or the myopathy seen in 
Graves’ disease. Radioiodine uptake studies are 
likely to give erratic results. The patient’s re- 
sponse to the administration of Lugol’s solution 
is notoriously poor, while in Graves’ disease, the 
response is prompt and dramatic. In many, hy- 
perthyroidism seems to begin so insidiously the 
patient is not aware of the onset of his difficulty. 
Patients with toxic diffuse goiter and toxic 
nodular goiter show the same fluctuations in 
PBI. It has been shown that the parenchyma 
of the thyroid gland often is overactive, in addi- 
tion to the nodule. Thus toxic nodular goiter 


TABLE 7 
HYPERTHYROIDISM 





Graves 


Disease Toxic Nodular Goiter 





Physiological Anatomy 
active 
Onset Usually well defined 





Non-adenomatous thyroid tissue is overly Adenoma(s) produce excessive hormone 


Insidious 








Clinical Features 


Very common 


Significant emotional instability 


Increase in firmness of the gland 


GENERAL BEHAVIOR 

Minimum of emotional display 
EXOPHTHALMOS 

Kare 
Response to fodine Administration 











Dramatic improvement within a few days Unaffected 


Occasionally toxicity increased 
No change 





Recurrence Rate 6.5% 


0.1% 





Data from: Dobyns, B. M., Am. J. Med. 20:685, 1956 
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TABLE 8 


EFFECT OF TRIIODOTHYRONINE ON UPTAKE OF SECOND TRACER DOSE 











Tt UPTAKE CLINICAL STATUS INTERPRETATION 














SUBJECT % 24-HR. 
INITIAL 8 DAYS LATER 

NG 9 32.0 17.3 Euthyroid Thyroid remnant shows no 
activity typical of hyperthy- 
roidism 

DL 9? 30.9 22.8 Euthyroid Ditto 

RD 9 38 66 Rapid increase of toxicity Definite toxicity 

MB @ 26.4 34.2 Euthyroid with moderate Activity consistent with mild 


emotional lability 


hyperthyroidism 





might in effect be, and often is, toxic diffuse 
goiter with incidental nodularity. 


THYROTOXIC REMNANT 

The actual duration of Graves’ disease in the 
thyroid remnant after surgically induced remis- 
sion has always been an important problem. The 
response of the iodine uptake to the adminis- 
tration of thyroid hormone has been used as a 
test for thyrotoxicosis, for in the hyperactive 
gland of toxic goiter, increased uptake is not 
suppressed by this maneuver. Uptake is sharply 
decreased in euthyroid subjects. These findings 
have suggested the use of the method for diag- 
nostic purposes'*, The quicker action of triiodo- 
thyronine and shorter duration of effect subse- 
quent to discontinuance make the use of this 
agent preferable to thyroid extract. 

Table 8 shows four post-thyroidectomy pa- 
tients who were subjected to this test. Two were 
typically euthyroid and one (R.D.) was becom- 
ing clinically toxic at the time the test was done. 
The final patient in the series, M.B., is clinically 
euthyroid except for emotional lability. Our ex- 
perience with this test is limited. We plan to 
explore its anticipated usefulness further. 


CONCLUSIONS 
Surgical and medical opinions are divided 
about the treatment of hyperthyroidism in chil- 
dren. The lack of extended patient series, the 
relative rarity of the disorder in children, and 
follow-up practices in different clinics vary 
widely and contribute to the existing differences 
in point of view. 
We are indebted to Dr. Aaron Grossman who has 
kindly let us include his patients (3) from the Fantus 
Clinic.) 
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Panel Discussion 


Methods of Forensic Pathology 
For the 


JerrY J. KEARNS, M.D., Coicaco, MODERATOR 


- 


ARNOLD A. ZIMMERMANN, Pu.D., CHicaco 


AM aware that I have been invited to this 

panel as a representative of a further ancil- 
lary discipline of forensic pathology. I am a gen- 
eral anatomist and cannot claim to be an expert 
in osteology to the same degree as a physical 
anthropologist might be. I am interested in de- 
velopmental anatomy as a whole, which begins 
with embryology, entails fetal anatomy, and ex- 
tends its inquiries even into the adult architec- 
ture and fabric of the body. I am sure, therefore, 
that you will understand why I have no exag- 
gerated ideas concerning the value of any infor- 
mation that I can give you. I certainly would not 
go into the details of describing particular fea- 
tures of individual bones such as a femur or a 
humerus or of any carpal or tarsal bones. I take 
for granted that you know these bones when you 
see them. 

May I say at the beginning that I ha,e been 
impressed by the remarks of experts on this pan- 
el as to the available means in the search for so- 
lutions of your problems.- All I can say is that 
we are available to you. We would be glad to be 
of help to any coroner’s physician or any pathol- 
ogist in the State uf Illinois. 

I show you here a skull specimen that came 
to me some months ago, quite indirectly and un- 
officially from downstate through a pathologist 
whom I know. I understood that the sheriff 
would write to me but he didn’t. I guess the case 





Professor of Anatomy, University of Illinois College 
of Medicine. 

Presented at the 116th Annual Meeting, Illinois State 
Medical Society, May 18, 1956. 


52 





General Pathologist 


Identification of Bones 


was one of limitations of statute. To the pathol- 
ogist the specimen may not be interesting; to 
the anatomist it involves problems that you will 
realize are quite difficult. The specimen is the 
calvaria or the neurocranial portion of a skull. 
The specific questions asked were as follows: 
What age? Race? How long dead? Now, that is 
quite an order. 

Another thing of interest was a lead pellet 
that came in an envelope. I will ask Lt. Asher 
later whether that is a bullet or part of one. To 
me it is just lead, but it had been found inside 
the skull. The examination of the skull shows a 
characteristic shot hole behind the right mastoid 
process with the typical explosive fracture of the 
inner table of the temporal bone. It appears to 
be the top of a skull of a person who has been 
shot. The skull was found in a pond and obvi- 
ously had been there for many years. From the 
study of certain endocranial suture lines that are 
almost completely obliterated, I would say that 
it is an adult skull. It is a long-headed skull or, 
at least, its neurocranial box portion. I would 
say the individual was 35-40 years old. 

No questions were asked about the sex. I think 
that might be rather interesting to know and I 
would conclude that it was a male skull. How 
can we tell? Very strongly developed mastoid 
processes of the temporal bones indicating 
strongly developed sternocleidomastoid muscles. 
There is a strongly devéloped external occipital 
protuberance and well marked superior nuchal 
lines, giving evidence of a strongly developed ex- 
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tensor musculature of the neck and head, par- 
ticularly of the semispinalis capitis and other 
musles. From these signs I would conclude that 
this was an adult male, 30-40 years old. 

Race? I could not say anything very definitely 
about that. The colored race cannot be excluded, 
but since the facial portion of the skull is miss- 
ing, the facial angle could not be determined. At 
best, it would remain a difficult problem to state 
whether this skull portion was that of a colored 
or of a white man. 

That much about a piece of bone that I would 
like you to examine. From the standpoint of the 
pathologist, I suppose it is a “dead case.” For 
an anatomist it presents a little problem, and I 
like it better than the case that Lt. Asher men- 
tioned where, from the length of a femur, the 
full body size of a man had to be reconstructed 
and where the police wanted to know whether 
the particular body measured 5’6” or 5’9”. I 
would find this a difficult task.* 

I would like to make some general remarks 
about helpful points in the identification and age 
determination of skeletons or parts of skeletons. 
It is often particularly important to know the 
age of a bone and whether it was female or male. 
There are, in the human body, about 800 ossifi- 
cation centers, throughout the developmental 
period, inclusive of childhood to adulthood. 
About 440 are postnatal ossification centers. ‘The 
osseous structures present at birth concern most- 
ly the diaphyses, i.e. the shafts of all the long 
bones and many centers in the vertebrae and 
skull bones. In the newborn there are some 270 
bony masses. ‘This number is modified because of 
fusion of various primary ossification centers 
normally present at birth. Ossification centers 
appearing after birth are called secondary cen- 
ters. They concern mainly the epiphyses of verte- 
brae and of long bones and may be either trac- 
tion or pressure epiphyses. 

Since we know when the secondary centers 
normally apear, they are of special value in age 
determinations. We know also when they fuse 
with each other, before they fuse with the shaft. 
These are important landmarks for the identi- 
fication of specific skeletal parts. X-rays, there- 
fore, are of great help. The epiphyseal centers, 
some of which may represent atavistic bones such 
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as the coracoid process of the scapula which 
probably was an independent coracoid bone of a 
primitive shoulder girdle, appears as late as 20 
years of age. Some of the epiphyseal centers fuse 
with the primary centers as late as 20-25 years 
of age, e.g. the ischial tuberosity or the crest of 
the ilium. The number of bones present in mid- 
dle life usually is 206 but at birth there were 
270. During the first and second years, there are 
about 250 bony units in the skeleton. At 6 years, 
the number is increased to 300. Epiphyses, car- 
pal, and metacarpal bones come in. At puberty 
or in the parapubertal years, 14-17, there are 
350 bones, and then, in middle age, when second- 
ary fusions have occurred, the sum total of con- 
stituent elements in the adult skeleton is stabi- 
lized at about 206. 

Evidently it is important for us to recognize 
at what time any of those centers appear. I give 
you two examples that might be of some use 
to you. They concern portions of the skeleton 
that we, as anatomists, would use to come to 
some conclusion as to age. The only epiphyseal 
center usually present at birth is the distal 
epiphysis of the femur. It appears between 714 
fetal months and the first postnatal month. 
Sometimes the proximal epiphysis of the tibia 
also is present at birth although it may come in 
a few months after birth. If both epiphyseal cen- 
ters at the knee appear in the X-ray film, the 
skeleton or body under examination is that of 
a full term mature baby. If only one is found, 
the chances are 20-1 that the baby is mature, 
even though it is small. If only one ossification 
center—for instance, the distal epiphyseal center 
of the femur, is present and none at the tibia, 
then one should look for a third center of ossi- 
fication in the tarsus. In that part of the foot 
skeleton the calcaneus and the talus usually ap- 
pear between 7 fetal months and birth. If the 
distal epiphysis of the femur and an ossification 
center in the cuboid of the tarsus are present, 
the chances are again about 20-1, no matter what 
its size, the baby is mature. 

Another example is the rate of appearance and 
arrangement of ossification centers in the carpus 
or wrist. The 8 wrist bones behave as epiphyseal 
centers. One, the pisiform, is not truly an 
epiphyseal or a carpal bone but a sesamoid bone 
that develops in the tendon of the flexor carpi 
ulnaris. Still, there is a wonderful order in the 
appearance of these 8 bones with relatively little 
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variability. In a counterclockwise manner or di- 
rection, two wrist bones ossify usually within 
the first year—namely, the capitate and the 
hamate. In the second year, there usually is no 
new ossification center. In the third-fourth year, 
the triquetrum appears distal to the ulna. In the 
fifth year, the lunate comes in and in the sixth 
year, the navicular, distal to the radius. Finally, 
the greater and the lesser multangular bones 
begin to ossify as late as the 7th year. And so 
the cycle is closed so far as the appearance of 
the true wrist bones is concerned. Nothing new 
is added to the wrist until about the 12th or 
13th year, when the pisiform bone sneaks into 
this whole set of “marbles” in the wrist and 
ossifies. Two years after Roentgen discovered 
X-rays, an age scale“had already been established, 
based on the order in which the wrist bones 
ossify. We now know that it was a little too 
dramatic and not fully reliable, since it did not 
take into account the degree of variability which 
can be established only by a study of very exten- 
sive material. In general, female bones ossify 
a little earlier than male bones, although female 
pelvic diameters are, on the whole, smaller than 
those of the male up to puberty.** 

I think I. am the first panel member to bring 
our discussion and considerations down to pre- 
natal conditions. A baby may have died for some 
occult reason. We have to know the age of an 
aborted or premature fetus, whether it was via- 
ble or not. You, as pathologists, have other means 
of determining that. As an anatomist, I thought 
it worthwhile to give you our kind of evidence, 
without going into details of lung floating tests 
and things like that. 

Let’s not forget that, as far as important land- 
marks are concerned with birth as having oc- 
curred at maturity or immaturity, the descent 
of the testes is a medicolegally accepted criterion, 
so far as I know, for maturity of a boy. The 
testes descend in the 9th month, sometimes even 
in the 8th fetal month. If the testes are scrotal, 
then the baby is mature, as far as I know, no 
matter how small it may be. 

I should like to add something about postnatal 
growth curves. We have a great deal of informa- 
tion about linear increments and increase in 
height and in other measurements of the human 
body from birth to adulthood [total body length, 
body weight, surface area]. All these things have 
been carefully established and give us the aver- 
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age major trends of such dimensions. However, 
postnatal variability is much greater than vari- 
ability during intrauterine life. Measurements in 
infants and children reflect the active response 
of the growing organism to the numerous ex- 
ogenous and endogenous factors, some of which 
did not exist in the constant uterine environ- 
ment. This individual variability makes it so 
difficult to say from the length of a femur what 
the total length of the body would have been, 
even though we know what the average length 
of a thousand cases would be at that particular 
age. 
I would say that it is more difficult to deter- 
mine age and over-all body size from a fraction 
of an adult skeleton as accurately as I could do 
it for a fetus. We know that the various organ 
systems, for instance the skeleton and muscula- 
ture, or the female genital organs, the lymphoid 
organs, the kidneys, and the heart have char- 
acteristic postnatal growth rates. No matter 
what organ we study, the type of growth, the 
rate of growth is quite similar in all those or- 
gans before birth. After birth, with the tremen- 
dous change in the environment and the func- 
tional adjustments of the vascular, digestive, 
and respiratory systems, the various organs 
acquire distinctive growth rates of their own. 
These are the reasons why the child, at every 
age, is not an immature adult in proportions or 
in topographical relationships. Neither is the 
infant merely an enlarged fetus. Everything 
changes and, as we have emphasized, postnatal 
individual variability is great. 

T should like to add one more thing, although 
it does not particularly concern skeleton parts. 
I come back to prenatal growth and refer you to 
a classical work on fetal growth by Scammon 
and Calkins. They studied fetal growth from the 
second month to birth in such a biometrically 
and statistically correct manner, that any age 
determinations in fetal material of viable or non- 
viable births can be based largely on that study. 
A team of examiners made 25,000 measurements 
on 300 selected fetuses of preponderantly Scandi- 
navian ancestry at Minneapolis, Minnesota. In 
addition, 10,000 measurements were made to de- 
termine the effects of formalin fixation and of 
birth molding. The basic measurements included 
not only overall body length of the fetus from 
the beginning of the 3rd month to birth, but 17 
other partial dimensions of the body, such as 
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face height, cranial height, trunk-length from 
the jugular notch to the umbilicus, and hand 
length. It was found that most partial dimen- 
sions of the human body before birth bear an 
exact linear relationship to total body, or crown- 
heel length. i 

All these relationships were then expressed 
by empirical formulae based on the measure- 
ments. From those formulae it is easy to caleu- 
late crown-rump length or crown-heel length, 
for instance, from hand length. The length in- 
crease of the hand, of the forearm, or of the 
whole upper limb is directly proportional to the 
iength increase of the body as a whole. Through- 
out fetal life crown-rump length is about two- 
thirds of crown-heel length. The exact formula 
for this relationship is CR (em) = .66 CH 
(em) + .5 em. In further using the funda- 
mental formula by which Scammon and Calkins 


Human variations 


The abilities of 100 one-armed men taken 
individually are no more alike than the individu- 
al abilities of 100 men who are, for example, 
all 6 feet tall, or all blue-eyed or bald-headed. 
Put another way, it is no truer that all one- 
armed men have the same abilities because they 
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established the relationship between crown-heel 
length and age, the latter can then be determined 
for any fetus or even from portions of a fetal 
specimen. The question of viability could then 
be considered from a rather firm basis of facts. 

Obviously, such age determinations are of 
importance in forensic medicine. In certain cir- 
cumstances they might point towards foul play 
and murder. X-ray findings are of additional 
value since they will confirm age determinations, 
often in remarkable detail. Unerupted teeth, par- 
ticularly the pattern of earliest calcifications in 
the cusps of future deciduous or even of per- 
manent molars, give excellent information (by 
X-rays) on prenatal age. Yet, the determina- 
tion of external body dimensions became 
especially valuable with the introduction of re- 
liable quantitative and analytical methods. They 
lead us to a further appreciation of the details 
in the shifting events of human growth. 
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have lost an arm than it is that all bald-headed 
men have the same abitities because they have 
lost their hair. Every person in any disability 
group has his own special combination of re- 
maining abilities, which makes him very much 
of an individual instead of a group quantity. 
Bert Hanman. The Evaluation of Physical 
Ability. New England J. Med. May 15, 1958. 
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Identification of Blood Stains 


IsRAEL Davipsoun, M.D., Cuicaco 


HERE are two statements in the program 

with which I would like to begin my discus- 
sion. It is stated that this will be a panel discus- 
sion on methods of forensic pathology for the 
general pathologist. I will come back to that a 
little later. Then it is stated, that it is to be “a 
review of methods of collecting and disposition 
of evidence and other examinations that may be 
available when pathologists are called for a 
medicolegal . autopsy.” “The discussions are 
planned to be practical and helpful.” 

In other words, this discussion of the identifi- 
cation of blood stains is meant to be an adjunct 
to a medicolegal autopsy. If that were the case, 
then many of the problems with which forensic 
pathologists are confronted in this work would 
be practically nonexistent. We would obtain the 
stain or the material to be identified within a 
reasonable time after the autopsy, let us say 1, 
2, 3, 4 days, maybe a week. We could do with it 
exactly the same as we do with fresh blood. We 
could prove the presence of all substances that 
we find in fresh blood. Unfortunately, the situa- 
tion is different. You remember that Lt. Asher 
spoke of a void that he knows to exist at the be- 
ginning of the examination of a case of the 
nature we are discussing here. With regard to 
the interpretation of blood stains, it is mostly an 
afterthought ; we seldom are given materials that 
have been obtained at the time of the autopsy. 
That is what we must keep in mind in connec- 
tion with some of the problems we will be con- 
fronted with. 

There are three questions we have to answer, 
when we are given a stain for identification. 
Most of the time, it is a piece of clothing or un- 
derwear. I have had specimens brought to me 
that showed the presence of a few specks of 
brownish color, maybe 1th of an inch in size, 
rarely larger. The first question that we 
have to try to answer is, is it blood? Not 
everything that looks like blood is blood. Inspec- 
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tion with the naked eye might help. Microscopic 
examination is something that the clinical pa- 
thologist can do easily, and this may throw valu- 
able light on the problem. From the microscopic 
examination, for example, we may be able to 
recognize, if the morphology of the blood cells 
is precerved, that we are dealing with bird blood 
and not human blood. We may recognize, in the 
case of human blood, whether it comes from the 
vagina or from the upper respiratory tract, by 
finding certain substances mixed with the blood. 

Next come chemical tests used for identifica- 
tion of blood. The technique of the preparation 
of the material is important. The benzi- 
dine test, leukomelachite green, phenolphtha- 
lein, and other tests have been suggested. They 
are all highly sensitive, particularly the phenol- 
phthalein test, but they are not specific. Various 
substances of vegetable and chemical origin give 
a strongly positive reaction with these tests. For 
example, horseradish is a well known example of 
a substance which gives a reaction just as strong 
as blood. The luminal test is highly sensitive ; it 
is used in the form of a spray and is particular- 
ly applicable to the detection of blood stains on 
hard surfaces such as metals. However, the test 
has to be done in the dark. It gives a more char- 
acteristic and stronger reaction with old than 
with recent blood stains. It is not specific 
because various substances, including copper, 
give a positive reaction. The merit of this lumi- 
nal test is that, after one has done it, the ma- 
terial can be used for other tests, including the 
serologic tests. The value of these tests is mostly 
for exclusion purposes. If they are negative, 
blood is excluded, even after alterations brought 
on by washing unless vigorous washing was used. 

Recently it was suggested that when all these 
tests are done, and they are all positive, we can 
assume we are dealing with blood because-where- 
as they are nonspecifically positive for various 
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substances these substances do not react iden- 
tically with all the tests done simultaneously. A 
positive result with several tests done at the same 
time on the same material is extremely valuable. 

The methods that are specific are those based 
upon the production of crystalline substances. 
There are several old ones, for example, the well 
known test for hemincrystals that has been criti- 
cized recently. There are various new modifica- 
tions. There also is the spectroscopic method. 
On the whole, this procedure does not present 
serious difficulties. 

After it has been determined that the stain is 
blood, the next question is, is it human blood ? 
Here, precipitating serums are used. These ser- 
ums are produced by immunizing rabbits with 
human serum, also with human hemoglobin be- 
cause in some instances a positive test may be 
demonstrated, using an antihemoglobin serum 
when the results were negative with a serum 
against human serum. The serum has to be 
tested, standardized, highly sensitive, and highly 
specific. 


The best setup of the test is still the one sug- 
gested by Dr. Hektoen about 1918. The proce- 
dure he outlined has not been improved as yet. 
An extract of the blood stain is prepared. The 
solution has to be about 1:1,000. Since frequent- 
ly we deal with dried material, the estimation 
of the concentration is rather rough, but there 
are ways of preparing a solution that is approxi- 
mately 1:1,000. We get a fairly accurate estimate 
by doing the so-called foam test and nitric acid 
test. One may use the so-called ring test in a 
narrow test tube by putting in some of the ex- 
tract and then underlaying it with the anti- 
serum and getting the reading in the form 
of a ring or use a mixture of the two reagents 
and get a diffuse opacity. 

Controls are extremely important in this work, 
because that is the only way to avoid misleading 
results. The first control is normal rabbit serum 
with the same extract to see whether normal 
rabbit serum will not give a reaction, as may 
happen. The most important control is the prep- 
aration of an extract from the unstained portion 
of the clothing. This refers particularly to 
the clothing in close contact with the skin. If the 
bloodless part of the garment gives a positive 
reaction to the antiserum then the result is en- 
tirely unreliable. Negative controls must be em- 
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ployed such as salt solution added to the anti- 
serum as well as positive controls such as known 
blood or serum. Finally one has to use as con- 
trols a variety of immune serums produced 
against proteins other than human (chicken, 
rabbit, ete.), depending upon the circumstances 
of the case, because problems requiring such a 
setup frequently enter into the picture. The 
precipitin test is highly sensitive and as a rule 
there is no difficulty in demonstrating the pres- 
ence and the nature of the blood. If the’ proce- 
dure described here is followed and suitable con- 
trols are introduced, there is no special difficulty 
about it. ; 

After showing that the stain is blood and that 
it is human blood, we try next to determine the 
blood group. Here is where real difficulties start. 
Let us assume first we are dealing with material 
that was obtained at an autopsy, material that is 
relatively fresh, not older than from 2 to 3 
weeks, and not too heavily contaminated. We 
try to establish the presence of isoagglutinins 
and of agglutinogens. Isoagglutinins are tested 
for in several ways. The one I am most familiar 
with is to bring the material, let us say a natural 
blood crust found on the clothing, or an artificial 
blood crust that can be produced in certain ways, 
in contact, on slides, with a drop of blood of 
each of the three groups, A, B, and O. Subgroup 
A, is the more sensitive of the two subgroups A, 
and As. Use a 2% suspension of each blood and 
the crust and cover each slide with a coverslip. 
The result may be illustrated by the following 
hypothetical case: 

At the borderline between the drop of blood of 
group B and the crust there were small clumps 
indicating that the blood contained anti-B ag- 
glutinin. No such clumping was seen between 
the crust and the blood of group A and of group 
O, suggesting that there is no evidence of anti- 
A agglutinin. The conclusion is permissible that 
the blood stain belongs to group A. 

The test looks simple, and it is simple when 
one deals with fresh material. The age of the 
stain is most important and the quantity is next 
in importance. If the crust clumps A; and B 
cells but not O cells, the conclusion is permissible 
that we are dealing with a stain of blood group O. 
When A, cells are clumped but not B cells or O 
cells, we may conclude that there is an anti-A 
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with a stain of blood group 0. When A, cells are 
clumped but not B cells or O cells, we may con- 
clude that there is an anti-A agglutinin, which 
indicates the presence of either blood group B, 
or of blood group O, in which the anti-B may be 
deteriorated. As a rule, agglutinins are more 
sensitive to deterioration. The agglutinogens 
persist longer. We find statements in the litera- 
ture that agglutinins have been demonstrated 
after periods as long as four years. However, 
when we get old stains, we have difficulty in 
demonstrating the antibodies. 

The agglutination of red cells in a blood stain 
with an antiserum cannot be demonstrated as 
with fresh blood because with time the mor- 
phology and individuality of the cells become 
obliterated. The presence of agglutinogens may 
be demonstrated by absorbing a serum that con- 
tains the anti-A and the anti-B agglutinin. It is 
better to use a mixture of two serums, one with 
anti-A and the other with anti-B. Serum 0, 
which has both of these together should not be 
used for various reasons which time does not per- 
mit to discuss. It is best to use a serum that was 
diluted so that the titers of anti-A and of anti-B 
range from 1:8 to 1:16, a serum with a low titer 
isoagglutinins, because otherwise small amounts 
of antigen would be difficult to demonstrate. 
Add to the serum the substance to be examined, 
the crust, the powder, or the stained tissue. Per- 
mit them to act for a period of several hours, 
preferably overnight in the ice box, and then re- 
test the serum the following morning and deter- 
mine the effect if any of the stain on the anti- 
bodies. Here, again, when there is little material, 
as is usually the case, two handicaps must be 
overcome — time and quantity. 

Here are the details of the procedure. A serum 
mixture is prepared of anti-A serum with a titer 
that was reduced to 1:16, and of anti-B serum 
diluted to a titer of 1:16. Use a small piece of 
the stained cloth cut out. The size of the stained 
material that is cut out will depend on its na- 
ture. Different .materials soak in different 
amounts of blood. For example, one square em. 
of linen will have approximately 5 mg. of the 
material in it, after it is dry. The serum is re- 
tested after the absorption. For example, cells 
of group A, which were clumped before the 
absorption in dilution of 1:16, were not agglu- 
tinated after the serum was absorbed with the 
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stain. Cells of group <A, also were not 
clumped. The titer for the anti-B is unchanged. 
The serum is then absorbed with a piece of un- 
stained cloth. The reason is obvious. If the un- 
stained cloth has some of the blood group sub- 
stances, as it frequently has from perspiration, 
no valid conclusions can be drawn from the find- 
ings with the stained material. In our example 
the unstained cloth did not remove the anti- 
bodies and, with the controls available, we are 
justified in stating that the stain contains fac- 
tor A. On the other hand, in another example, 
where the same result was obtained with stained 
material, but where the unstained cloth was able 
to remove the anti-A agglutinins, the result was 
inconclusive. 


This constitutes a complete examination, just 
as we ask for it in our blood grouping tests, 
where we test for blood factors in the red cells 
and for the antibodies in the serum. The results 
of such an examination can be accepted. Un- 
fortunately, this is not always the case because 
only too frequently we deal with materials 
that are too old and contaminated. Blood group 
tubstances as well as the antibodies are destroyed 
in the course of time. Then the results of the 
examination may be inconclusive. 

We can readily demonstrate blood group sub- 
stances in semen and in saliva. It is much easier 
to demonstrate blood groups in such materials 
than in old blood. Blood groups have been dem- 
onstrated in cigarette stubs. The reason for the 
greater ease of demonstrating blood groups in 
materials other than blood is the fact that 
the concentration of the blood group substance 
expressed in units is much higher in saliva and 
in semen than it is in erythrocytes. Blood group 
substances are thermostable. Examination of 
postmortem blood presents no difficulty as long 
as the blood is fresh. When the blood is putrefied, 
for example, after a period of from 48 to 72 
hours in hot summer weather, it may be difficult 
or impossible to demonstrate the blood factors. 

A few practical examples may demonstrate 
the value of these examinations. For example, 
blood was found at the scene of the crime. It was 
obvious, because of the circumstances, that it 
could not be the blood of the victim. It seemed 
probable that it was the blood of one of the indi- 
vidual that had something to do with the crime. 
Consequently finding the blood group in the 
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slain and in suspects simplifies the search con- 
siderably. Sometimes it can be demonstrated 
that blood does not come from a certain individ- 
ual, even without doing blood grouping tests. If 
the test I just described shows that the isoag 
glutinins in that drop of blood are capable of 
clumping the blood of the same individual, that 
immediately excludes the possibility that it is 
his blood. 

What are the chances of finding that two in- 
dividuals have different blood groups? It is sur- 
prising how high these chances are. When we ex- 
amine only A, B, and O factors, the chances are 
65% that two bloods collected at random will be 
different. If we add to the examination the N 
and M factors, then the chances are raised to 
90%, and even more, when the Rh factors are 
added. In addition to determining the A, B, O 
factors, we may determine quite readily the M 
factor but not the N and not the Rh, except in 
fresh blood. 

Here is another example: A female corpse was 
found with several stab wounds. A suspect was 
picked up who had a sharp tool corresponding 
in size and shape with the wounds and the tool 
was covered with what looked like blood. Blood 
was demonstrated. The suspect denied every- 
thing. The group of the blood stain was B. The 
victim’s blood was O. Obviously this tool was not 
used in the case. The real murderer was found 
subsequently. 

In a case that I had an opportunity to ex- 
amine not very long ago, stains were found on 
the clothes of the suspect. He claimed that they 
came from a nosebleed. His blood group was B 
and the blood group of the stain was A. The vic- 
tim’s blood group was A. The suspect confessed. 

I would like to summarize the material pre- 
sented here. The first step should be identification 
of the exhibit. It is especially important because 
we frequently have to destroy some of the speci- 
mens in the course of examination. Also im- 
portant is identification of the examiner on 
the exhibit. Next, attempt to demonstrate the 
presence of blood in the stain by means of gross, 
microscopic, and chemical tests, including tests 
employing the technique of crystallization, and 
spectroscopic tests. The limitations of the proce- 
dures have been mentioned. Then comes identi- 
fication of the species to determine whether 
we are dealing with human blood. With 
the help of precipitin tests, this is probably the 
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easiest part of all these examinations. The iden- 
tification of blood groups is done by means of 
demonstration of isoagglutinins and isoagglu- 
tinogens. The latter is easier. It has heen pos 
sible to demonstrate isoagglutinogens in Egyp- 
tian and Indian mummies several thousand years 
old. 

I discussed application to a few practical prob- 
lems. The identification of blood as a tissue and 
the identification of the species usually present 
no serious problem. The identification of blood 
groups would be made easier if examination of 
the blood were made a part of every autopsy in 
which there is the possibility of foul play. 

Question: Is there any way to determine 
with any degree of exactness the age of blood 
specimens found at the scene of the alleged hom- 
icide? 

Dr. Davidsohn: This can be done but only in 
an approximate and roundabout way. It would 
depend on the circumstances. We must consider 
such things as the condition in which the stain 
was, if it was exposed to sunlight and to con- 
tamination. If the morphology of the blood cells 
is preserved, then it may be concluded that the 
stain is not more than a few weeks old. We can 
remove some of the material and look under the 
microscope and find the cells well preserved. 

Question: If a person disappears, and then 
you find blood stains that may have been left by 
this particular person, say a month later, and 
you are trying to determine when this person 
disappeared, how do you go about it? 

Dr. Davidsohn: If I am able to demonstrate 
agglutinins, then I would conclude that this is 
probably just a matter of a month or two, at 
most. It is true that Philip Levine claims in one 
of his papers that he was able to demonstrate 
agglutinins after 4 years, but I wonder if he 
was dealing with stains that he produced in his 
laboratory, put away into a drawer, and did not 
expose to deteriorating influences. 

Question: Will blood studies ever replace 
fingerprinting ? 

Dr. Davidsohn: The determination of blood 
groups from stains is in a way more reliable 
than fingerprinting. Some well known persons 
have succeeded in changing their fingerprints by 
surgical operations, but nobody can change his 
blood group by any procedure. Fingerprints are 
individual for each person, everybody is sup- 
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posed to have his own pattern. We have not 
reached that stage yet with blood groups, but we 
are rapidly coming there in view of the constant- 
ly increasing numbers of new blood group fac- 





tors being found. I do not think blood studies 
will ever replace fingerprints, but in certain cir- 
cumstances, they may furnish additional valu- 
able evidence. 


The Medicolegal Autopsy 


Epwin F. Hirscu, M.D., Cuicaco 


HE summer of 1913 found me on the west 

side registered for the first quarter of my 
junior year at Rush Medical College. Prelimi- 
nary conversations between Doctors H. Gideon 
Wells, my sponsor, and E. R. Le Count, the 
respondent—who frequently failed in this as- 
signment—had initiated negotiations for me 
to approach Le Count for an appointment as 
his student assistant in the Coroner’s Morgue 
at the Cook County Hospital during the follow- 
ing fall quarter. My purpose in seeking this ap- 
pointment was to be trained in necropsy tech- 
niques and to learn gross pathology, especially 
as it occurs in bodies where death has resulted 
from actual or suspected violence. All of this 
prospective training was linked with my return 
to the Department of Pathology of the Uni- 
versity of Chicago to assist Doctor Wells in his 
courses of instruction to medical students. Ne- 
gotiations with Doctor Le Count seemed to have 
reached an abrupt end when I went to his office 
and, after a brief statement of my purpose, was 
dismissed with the comment that he knew of 
no good reason why he should train any of Doc- 
tor Wells’ men. During the latter part of the 
summer quarter, however, on a Saturday eve- 
ning I received.a telephone message from Le 
Count’s student morgue assistant, John Nuzum, 
instructing me to report in the morgue the next 
day at 9 a.m. 

I arrived that Sunday morning just as Le 
Count was leaving the morgue. He greeted me 
with the remark “you were supposed to be here 
at seven o’clock,” and turning to John Nuzum 
asked if he had not so informed me. John had, 
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but the “seven o’clock” which he spoke into the 
telephone system of that date, registered as 
“nine o’clock” in my untrained ear. The two-hour 
lapse could not be explained away on a misun- 
derstanding between daylight time and standard 
time because this alibi then had not come into 
use. Anxious to serve, I synchronized my timing 
with the Duke’s, as we called him, the Sunday 
business began and continued on a trial basis 
during the remainder of the summer quarter. 
Then through the fall quarter, October 1 to 
December 31, seven days a week beginning at 
6:30 a.m. and uninterrupted save one day when 
no “coroner’s case” was in the morgue, the train- 
ing of a student was directed by a master tech- 
nician in forensic pathology. 

It marked the beginning of a personal dis- 
ciplinary association that extended through 22 
years, lasting until the summer of 1935 when 
Le Count passed away and George Rukstinat 
and I made the necropsy examination of his 
body. Surely, something of Le Count must have 
rubbed off from him on me during those years. 

The medicolegal necropsy, according to the 
standards practiced and demonstrated to us by 
E. R. Le Count, is a complete examination of 
the head, neck, and trunk. Our first assignment 
in the training program was to reduce to writ- 
ten form the running dictation given while the 
prosecutor carried on the examination of the tis- 
sues. Le Count was meticulous in the use of 
descriptive terms. Surfaces made by cutting, 
disseminated, focal, diffuse, and other expres- 
sions all had a specific connotation. We were re- 
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quired to record the length and weight of the 
body, characteristics of the head, face, mouth, 
teeth, neck structures, trunk, extremities, ex- 
ternal genitalia, back, skin blemishes, scars, pig- 
mentations, tattoos with sketches. With injuries, 
he insisted upon the proper use of the terms 
abrasion, bruise, laceration, contusion, hemor- 
rhage, and other descriptive terms which in his 
parlance had a definite meaning. Charts and 
sketches were demanded of injuries, fractures, 
and other items of significance made on the 
spot and not later from memory. The anatomic 
outline charts’ still published by the AMA 
for this purpose, were used. Meticulous accuracy 
in the details of these drawings and sketches was 
emphasized and many of them were checked by 
Le Count himself or by the other student as- 
sistants. 

The preparation of a record of these necrop- 
sies was a must, and all records had to be sub- 
mitted to Le Count the next morning. The 
completed record included a full anatomic di- 
agnosis, the charts or sketches, and an adequate 
brief of the clinical history. Photography then 
was not perfected as it is today. Had it been, I 
feel certain that we would have had a generous 
introduction into amateur photography as ap- 
plied to forensic pathology. We learned the char- 
acteristics of bullet wounds, of entry and exit, 
their brands, how they indicate the direction of a 
missile and the proximity, and the kind of fire- 
arms. The science of ballistics as published by 
George R. Callendar (War Medicine 3 :337-350, 
1943) was a later contribution in this field. 

Le Count emphasized careful scrutiny of all 
tissues for minutiae that could be clews to sig- 
nificant conclusions. One morning during the 
necropsy of the body of a young Italian woman, 
death was found to be due to an acute purulent 
leptomeningitis. The common source of this in- 
fection in cranial sinuses and otherwise yielded 
no information. The dura was stripped from the 
base of the cranium—and I mean the entire 
dura — and in the bone anteriorly in the left 
middle cranial fossa was a small focus of osteo- 
myelitis. Turning back the scalp from its re- 
flection over the face he found a small horizontal 
linear scar that had been missed during the 
external examination, in the skin over the promi- 
nence of the left malar bone — the scar of a 
stiletto wound. What seemed to be death from a 
natural cause became a homicide. 
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The necropsy technique after the external in- 
spection of the body, as taught by Le Count, in- 
cluded a general topographic examination of the 
abdomen, thorax, and neck and then a complete 
evisceration with systematic examination of the 
structures from behind. Time does not permit 
a detailed review of these necropsy procedures, 
but they were published in the J.A.M.A. (75: 
1611 (Dee. 11) 1920. All of the tissues, as the 
necropsy progressed thusly, came into full view. 
The various parts of systems, such as the heart 
and aorta and portions of the respiratory pas- 
sages, the larynx, trachea and lungs, remain 
continuous if desired: This method gives a sys- 
tematic routine of examination which, developed 
into an ingrained procedure, is a sheet anchor 
against omissions that later can be full of re- 
grets. As the examinations were made, a descrip- 
tive dictation was given to the assistant who on 
that day was the amanuensis. The two assistants 
alternated daily in their functions, one day at 
the table with the doctor, the next taking the 
dictation and preparing the records. Concentra- 
tion on the work at hand without diverting con- 
versation and absolute silence about it when 
circulating later among students and others were 
absolute requisites. Extramural gossip about the 
necropsies in the morgue could evoke a devastat- 
ing reprimand—a veritable cyclone. 

The collection and preservation of tissues and 
fluids for toxicological and chemical examina- 
tions were part of the discipline. Glass contain- 
ers were washed and rewashed several times in 
running water for security purposes before use. 
The analytical procedures today as carried out 
in a chemical laboratory can be amplified further 
by the methods of spectrographic examination. 
The identification or exclusion of stains sus- 
pected to be human blood and the further es- 
tablishment of specific characteristics of human 
blood samples have been discussed by Dr. Israel 
Davidsohn. Significant data on occasion can be 
obtained by recourse to other fields in the nat- 
ural sciences such as metallurgy, horticulture, 
osteology, comparative anatomy, and others, A 
well organized department of forensic pathology 
will know how and when to call upon these ancil- 
lary services for help. Histologic examination 
of tissues also can yield important information. 
This statement applies to ordinary microscopic 
preparations but extends into the meticulous 
study of sections of tissues cut serially to demon- 
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strate the presence, the nature, and the age of 

injuries. 

CONCLUSION 

The medicolegal necropsy requires: 

1. A complete detailed gross examination of 
a body with clear descriptive records of 
the tissue changes observed, supported by 
charts, sketches, or photographs, and ade- 
quately interpreted to the police officer for 
investigation purposes and for court pro- 
cedures. 

2. An organization of forensic pathology 


which includes facilities whereby ancillary 
aids can be called upon for specific pur- 
poses, such as the preparation of tissue sec- 
tions for histologic examination; the iden- 
tification, and — where indicated — the 
further classification of stains suspected to 
be human blood; the toxicological and 
chemical analysis of fluids and tissues for 
lethal substances; and the facilities to use 
experts in other fields of the natural sci- 
ences for opinions of significant materials 
bearing upon the solution of cases of in- 
scidious homicide. 


>>> 


The Pathologist and Your Patient 


Georce MILtes, M.D., Cuicaco 


+ lead developments of the last quarter of a 
century, evolving at an increasing tempo, 
have had a profound impact on the practice of 
medicine. The first has been the expanding spe- 
cific and symptomatic medical and_ surgical 
therapy; the result has been that early and ac- 
curate diagnosis carries a large reward, and 
diagnostic errors have become correspondingly 
costly. The second has been the enlarging lab- 
oratory contribution to more exact diagnosis and 
therapy. This has jeopardized somewhat pro- 
gressive improvement in clinical diagnosis which 
was achieved slowly and painfully over the 
years through the keen powers of observation of 
pioneers in clinical medicine. 

The advances have brought the pathologist 
increasingly into the immediate clinical picture, 
to advise and direct the laboratory studies and 
to bring the findings to bear on the immediate 
clinical problem. Less evident, but even more 
important to the clinician and the patient, is the 
pathologist’s professional and administrative di- 
rection of the laboratory. 


Pathologist and Director of Laboratories, Augustana 
Hospital; Professor of Pathology, University of Illi- 
nois College of Medicine. 

Presented before the 117th Annual Meeting of the 
Illinois State Medical Society, May 23, 1957. 
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How can the clinician bring the pathologist 
and the laboratory to bear most effectively on 
his and his patients’ problems? The pathologist’s 
interest must be focused on the patient by the 
clinician. This is best done by personal consulta- 
tion. Thereafter, the pathologist functions by 
selection of tests, avoiding overlapping or dupli- 
cation, while bringing the broadest possible 
spectrum of useful procedures to bear on the 
ease. The information thus obtained can be made 
most meaningful if the clinician and the pathol- 
ogist interpret it jointly. In another quarter, 
the pathologist brings his composite experience 
of the surgical and autopsy pathology of all of 
the practice of his clinical associates on this 
lump felt on the patient’s body or a lesion ex- 
posed by the surgeon. This field of surgical pa- 
thology is one especially needful of understand- 
ing co-operation, for here a futile guessing game 
can be avoided by interchange of information. 
These areas of activity require that the patholo- 
gist be receptive to many intrusions upon his 
time, intrusions that basically constitute the 
most important use of his talents and efforts. 

Though these direct activities are more dra- 
matic, the pathologist’s intradepartmental re- 
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sponsibilities are unique. In the field of patholo- 
gy, as in fields of clinical medicine, the literature 
is vast and new procedures and modifications of 
old procedures are published daily. The patholo- 
gist must be capable of evaluating this literature 
critically. He must not be slow in introducing 
procedures that contribute to the practice of 
medicine or hasty in adding those of dubious 
value. The services offered by clinical patholo- 
gists must of necessity be adapted to the needs 
and interests of the physicians, the hospital, and 
the community within which he practices. The 
availability of clinicians especially well trained 
in special fields such as hematology permits him 
to concentrate on other fields. 

Yet another field for cultivation is that of 
education not only in the obvious area of the 
expanding universe of laboratory medicine but 
in the significance of simple procedures and 
homely observations as well as methods for in- 
creasing the usefulness of standard procedures. 
For instance, the presence or absence of jaundice 
is obvious to the clinician, as a general rule. If 
doubt exists, in the case of a patient with ob- 
structive jaundice, the urine will contain suffi- 
cient bile so that shaken, the foam becomes 
pigmented. What is more important, a B. S. P. 
should not be carried out on a jaundiced person, 
since the presence of jaundice is in itself the best 
test of dye excretion. Moreover, the bromsul- 
phalein test may not be entirely harmless to the 
acutely pathological liver. Kidney functions can 
be estimated by the simple evaluation of the 
speed with which the characteristic fruity or 
peanut-like odor develops in it following inges- 
tion of asparagus. Another simple office proce- 
dure, determination of the specific gravity of the 
urine, is one of the most valid kidney function 
tests available. The specific gravity of glomerular 
filtrate is 1.010. The specific gravity of the urine, 
which finally reaches the bladder, will vary with 
the available body water. If a patient is capable 
of passing a random urine with a specific gravity 
of 1.025 or better, there is little need for doing 
a Mosenthal, or indeed hardly any other kidney 
function test, except under unusual circum- 
stances. 

The BMR is an unjustly maligned test. For 
some time, in the laboratory of Augustana Hos- 
pital, we have recorded the patient’s blood pres- 
sure as well as his pulse rate in the course of 
determining the BMR. Using the formula—the 


for August, 1958 





blood pressure plus the pulse pressure minus 
111 = BMR, we check the accuracy of the BMR 
as recorded. If the estimated and recorded BMR 
are significantly different, the BMR is repeated, 
preferably under sedation. 

We have found that a simple determination 
of the presence or absence of occult blood in the 
stool, using the old and often criticized benzidine 
procedure, is valuable as a screening test for 
tumors of the gastrointestinal tract. In our ex- 
perience, the presence of 4 plus occult blood, and 
even 3 plus, carries an incidence of 17 per cent 
of malignant tumors somewhere in the gastroin- 
testinal tract, as compared to 25 per cent in the 
presence of gross blood. 

We have long been aware of the futility of 
blood cultures if treatment is withheld for sev- 
eral days while three or four samples of blood 
are obtained. We now obtain several samples at 
intervals of two or three hours to avoid delaying 
at least empirical therapy, and have expedited 
the bacteriological study and antibiotic sensi- 
tivity studies to hasten the institution of specific 
therapy. 

A final point should be emphasized. Certain 
symptoms and signs make a carefully planned 
diagnostic campaign mandatory if treatment is 
to be efficient, effective, and logical. For the 
purposes of this discussion the term diagnosis 
will imply an established anatomic location, 
pathologic anatomy, etiology, and pathologic 
physiology. In order to achieve this ideal, the 
etiology must not be hidden behind a screen of 
therapy or the effects of a diagnostic procedures 
nor should a syndrome or a symptom be per- 
mitted to masquerade as a diagnosis. 

For example, the etiology of diarrhea should 
be searched for and established before it has been 
suppressed by therapy or, even worse, by the 
bowel preparation and barium involved in X-ray 
studies. The surgeon, draining a lung abscess, 
ought to obtain a biopsy of its wall as well as 
material for bacteriological study, lest his initial 
happy prognosis be rudely shattered by an ex- 
panding and metastasizing bronchogenic carci- 
noma, or the chronic draining sinuses of a myco- 
tic infection. ; 

The common points for meeting are limited 
only by the vision of all parties, and the greater 
the number of meetings the more the patient will 
benefit. The pathologist, as the doctor’s doctor, 
is in turn the patient’s consultant. 














Diagnosis of Carcinoma of the Pancreas, 


Biliary Tract, and Duodenum By Combined 


Cytologic and Secretory Methods 


Howarp Raskin, M.D., AssisTANT PROFESSOR OF MEDICINE, UNIVERSITY OF 


CHICAGO 


Dr. Robert J. Adolph: The speaker for today’s 
seminar is a member of an active group of clin- 
ical investigators ,at the University of Chicago 
School of Medicine who are interested in im- 
proving diagnostic acumen in diseases of the 
gastrointestinal tract. Although the use of cyto- 
logic and secretory methods in the diagnosis of 
carcinoma of the pancreas, biliary tract, or 
duodenum is not new, these workers have done 
much to perfect its application. Our speaker is 
Dr. Howard Raskin, Assistant Professor of 
Medicine at the University of Chicago. 

Dr. Howard Raskin: Most carcinomas of the 
gastrointestinal tract are relatively easy to diag- 
nose; however, carcinomas of the pancreas (in- 
cluding the duodenum and biliary tract) pro- 
duce difficult diagnostic problems and comprise 
at least 10 per cent of all gastrointestinal malig- 
nancies. We believe this type of carcinoma is 
much more common than has been stated. Since 
April, 1955 we have seen 55 cases of carcinoma 
of the pancreas, biliary tract, and duodenum 
at the Billings Hospital, whereas during the 
same interval we have seen only 130 carcinomas 
of the stomach. 

We have been able to increase significantly 
our diagnostic batting average in carcinoma of 
the pancreas by utilizing the secretin test as a 
measure of pancreatic function in combination 
with cytologic examination of aspirated secre- 
tions obtained after intubation of the duodenum. 
The procedure is relatively simple and can be 
performed with little or no premedication. In 
356 attempts, we have failed to position the 
tube in the duodenum in only three. The 
duodenum in these cases was scarred and de- 
formed. 

With the patient sitting upright, a double 
lumen Diamond tube is passed through the 
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mouth to the 45 centimeter mark on the tube. 
The esophageal-cardiac junction is reached at 40 
em. The patient then lies on his left side, and 
the tube is passed an additional 15 cm. along 
the greater curvature of the stomach. He again 
sits upright and leans forward to free the tip of 
the tube from the posterior stomach wall and 
allow it to enter the antrum. Several deep 
breaths are taken during this maneuver. The 
patient is then positioned on his right side with 
head down, enabling peristalsis and gravity to 
move the tube into the first portion of the duo- 
denum. Finally, he rolls onto his back so that the 
tube may curve posteriorly into the second and 
third portions of the duodenum. Only now is 
the position of the tube checked fluoroscopically. 

The entire procedure or positioning the tube 
averages only 15 minutes. When the tube is in 
place, fluid contents from stomach and duo- 
denum are collected separately for 10 minutes; 
this constitutes the control period during which 
time we check the pH of the duodenal aspirate. 
The fluid should be neutral or slightly alkaline. 
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The purpose of the control period is to make 
certain there is no reflux of gastric juice into the 
duodenum. Should this occur, it usually can be 
remedied by sliding the tube up or down a few 
centimeters. 

We have found secretin (Eli Lilly) a safe and 
stable preparation for our test. An intradermal 
skin test for secretin sensitivity is always per- 
formed even though we have encountered only 
three positive tests to date. Secretin, in a dose of 
0.1 unit per kilogram of body weight, is then in- 
jected intravenously over a two minute period. 
There is an almost immediate outflow of color- 
less watery fluid from the duodenal lumen. 
Three 10 minute samples of pancreatic secre- 
tions are collected and measurements are made 
of volume and bicarbonate concentration. ‘The 
normal value for bicarbonate is at least 90 meq. 
per liter and for volume is 1.1 cc. or more per 
kilogram of body weight per 30 minutes. The 
volume and bicarbonate determinations are the 
best indices of pancreatic function. 

In carcinoma of the pancreas either the vol- 
ume, the bicarbonate, or both may be depressed, 
although commonly the volume alone is reduced. 
We might suppose that the tumor pressing on 
the pancreatic ducts produces sufficient atrophy 
to reduce overall volume without reducing bi- 
carbonate concentration of surviving parenchy- 
ma. Decreased values in volume or bicarbonate 
can be seen in other diseases such as chronic 
pancreatitis, cirrhosis, and diabetes mellitus. In 
chronic pancreatitis, however, the secretory 
functions are mainly affected accounting for 
depressed bicarbonate values whereas the vol- 
ume may be normal. Repeat intubations of pa- 
tients with chronic pancreatitis reveal volumes 
and bicarbonates after secretin injection that are 
closely reproducible. 

Cells are obtained from the same aspirate for 
cytological examination. In carcinoma of the 
pancreas, duodenum, or biliary tract morpho- 
logically abnormal, bizarre cells with heavy nu- 
clear clumping frequently are found. We believe 
that secretin should always be administered prior 
to the collection of cells for cytologic examina- 
tion. In one patient we found a single clump of 
abnormal cells which we felt may have been ex- 
pressed by the secretin. The tumor was in the 
body of the pancreas and had no visible com- 
munication with the duodenum other than the 
pancreatic duct. 


for August, 1958 


If there is some flow of bile, albeit small, 
carcinoma of the biliary tract often can be diag- 
nosed by cytologic examintion. A complete ab- 
sence of bile during the 30 minute test period 
almost certainly indicates the presence of car- 
cinoma since there is always some bile flow in 
benign conditions. Amy] nitrite and oleic acid 
also have been used to stimulate bile flow in the 
jaundiced patient. 

We have had three patients with carcinoma 
of the tail of the pancreas and have made a 
positive cytologic diagnosis in one case. We have 
similarly diagnosed carcinoma of the gall 
bladder in another patient in whom other tests 
were negative. ‘I'wo primary and two metastatic 
carcinomas of the duodenum have been diag- 
nosed. In one case metastases arose from the left 
breast, three years after radical mastectomy. The 
cells obtained from the duodenal drainage ap- 
peared almost identical to those of the primary 
tumor. The other metastasis arose in the cecum. 
In all examinations the duodenum is lavaged 
with saline at the conclusion of the 
secretin test and the fluid submitted for 
cytologic examination. It should be noted that 
in some cases we have detected Giardia lambli or 
calcium bilirubinate and cholesterol crystals, 
giving a diagnosis in cases that were suspected 
carcinomas. 

In four patients, cytologic examination of the 
duodenal drainage showed malignant cells but 
the surgeons were unable to find the carcinomas 
at operation. Postmortem study showed carci- 
noma in all. 

In a series of 49 patients with proved carci- 
noma of the pancreas, biliary tract, or duodenum 
the secretin test alone was positive in 60 per 
cent. The rate would be even higher if we were 
to consider only the carcinomas of the body and 
head of the pancreas. (See Table 1). 


TABLE 1 
RESULTS OF THE SECRETIN STUDY 





49 Proved Carcinomas 





Number Normal Abnormal 
Pancreas 40 14 26 
Bile Duct 6 4 2 
Gall Bladder 1 1 0 
Duodenum 
(Primary) 2 1 1 
49 20 (40%) 29 (60%) 





Cytologic studies have been positive in 60 per 
cent of 55 cases of proved carcinoma. (See Table 
2). 








TABLE 2 
RESULTS OF CYTOLOGIC STUDY 








55 Proved Carcinomas 


Number Normal Abnormal 

Pancreas 43 18 25 
Bile Duct 7 4 3 
Gall Bladder 1 0 ! 
Duodenum 

(Primary) 2 0 2 
Duodenum 

(Metastatic) 2 0 2 

55 22 (40%) 33 (60%) 





In a series of 44 cases in which combined cy- 
tologic and secretory methods were applied, a 
positive result was found in 26 cases by cytology 
and in 25 by secretory studies. Both tests were 
positive in 15 cases whereas only one test was 
positive in 23 cases. Hither test by itself, there- 
fore, gives an accuracy of about 60 per cent 
which can be increased to 85 per cent when both 
tests are applied. In other words, in only 15 per 
cent of cases of proved carcinoma do we get 
false negative results when both tests are used. 

Dr. Raymond Teplitz, Research Fellow in 
Medicine: We have been performing duodenal in- 
tubations at this institution under direct fluoro- 
scopic vision, as recommended by Dreiling. 
Why do you object to this technique? 

Dr. Raskin: It exposes the patient to unnec- 
essary radiation. 

Dr. Walter Scott Wood, Instructor in Pre- 
ventive Medicine: How much extra irradiation? 

Dr. Teplitz: Less radiation than is involved 
in an upper G.I. series or cardiac fluoroscopy. 

Dr. Raskin: Yes, but it is important to re- 
member that most of these patients have already 
had multiple gastrointestinal X-rays and fluor- 
oscopies by the time you see them. 

Dr. Teplitz: Dr. Dreiling in New York claims 





that secretin skin tests rarely are positive. Would 
you comment on this observation ? 

Dr. Raskin: We have seen one shocklike state 
following secretin. It is probably prudent to 
skin test every patient before the secretin test. 

Dr, Ford kK, Hick, Professor of Medicine: Do 
you invariably recover normal cells from a 
normal duodenum ? 

Dr. Raskin: Yes. 

Dr. Hick: What is the incidence of false posi- 
tive cytologic examinations ? 

Dr. Raskin: Thank you for asking that very 
important question. We have had two false posi- 
tives to date. Both of these patients, however, 
had pathology other than carcinoma: one had a 
duodenal ulcer, and the other patient had 
cholesterosis of the gall bladder. 

Dr. Wood: The incidence of carcinoma of the 
pancreas which you quote seems unusually high. 

Dr. Raskin: The State of Connecticut reports 
a sharp rise in the incidence of carcinoma of 
the pancreas during the last 10 years. This in- 
crease may be largely a result of better diagnosis 
and reporting. At the same time the incidence 
of carcinoma of the stomach has declined. 

Dr. Wood: Have you compared mecholyl or 
other agents with secretin for stimulatory ef- 
fects ? 

Dr. Raskin: We have found secretin to be the 
most effective agent tested, and it is more physi- 
ologic than other agents. 

The critical question is whether the use of 
combined cytologic and secretory methods has 
saved human lives. It is still too early to tell. 
Five patients with carcinomas detected by these 
methods have had Whipple procedures and three 
are still living. The five year survival of patients 
with carcinoma of the head of the pancreas is 
less than one per cent. 


>>> 
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The New Coroner’s Law in Illinois 


SAMUEL A, Levinson, M.D., CuHicaco 


HE word coroner is derived from the term, 

crown officer. This corona was an officer of 
the crown of England who kept watch over the 
profits of the crown and inquired concern- 
ing treasure troves, wrecks, whales, and stur- 
geon. Among his other duties in this early pe- 
riod in Great Britain was to conduct inquests in 
sudden deaths, to see that the crown was not 
deprived of the emoluments arising from the for- 
feiture of the chattels of felons and outlaws, con- 
duct inquests in cases of rape, and to investigate 
deaths due to wounds and other forms of trauma. 


English common law was brought here by the 
early settlers and it was adopted by the newer 
states and territories as they were settled. This 
included the office of the coroner. 


When Illinois became a state in 1818 the 
organic law provided “There shall be elected in 
each and every county in the state one sheriff 
and one coroner. The said sheriffs and coroners 
respectively shall continue in office two years.” 
When our new state constitution was drafted in 
1840, the only public official mentioned in the 
county article was the sheriff. For 22 years the 
office of coroner was without constitutional 
status, but in 1870 it was re-established into the 
law in the revised constitution. Election of a 
county coroner for a two year term was provided 
far. A second amendment to this constitution 
was adopted in 1880, changing the term of the 
office of the coroner to four years, and this pro- 
vision remains in the constitution today. 


According to the constitution of [Illinois 
(1870) the coroner has three types of duties to 
perform: (1) He is a peace officer; (2) he is an 
investigator of untimely deaths of various kinds ; 
and (3) he is responsible for a limited number 
of duties not directly related to his principal 
functions. 


Louis A. Weiss Memorial Hospital, Chicago, Illinois. 
Presented before the Joint Conference of Medical 
Staff Members and Trustees, 28th Annual Meeting, 
"ri-State Hospital Assembly, April 30, 1958, Chicago. 
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As a peace officer the coroner is conservator of 
the peace in his county and as such, has the 
same powcr as the sheriff. In fact, he can act 
in the capacity of a sheriff when the latter is an 
interested party in the case or when the office of 
sheriff is vacant. 

The primary function of the coroner is in 
connection with medicolegal investigations. 
Whenever a dead person is found within the 
territorial limits of a county and is “supposed 
to have come to his or her death by violence, 
casualty, or undue means,” the coroner shall 
take charge of the body and immediately sum- 
mon a jury of “six good lawful men” of the 
neighborhood where the body was found to view 
it and to “inquire into the cause and manner of 
the death.” If the coroner is unable to ascertain 
the cause of death by external examination, he 
may employ a physician to examine the body and 
perform an autopsy to determine the cause of 
death. 

If the autopsy findings reveal that death is 
due to natural causes, the coroner shall issue a 
certificate without conducting an inquest into 
the manner of death. Hence, all deaths “oc- 
curring without medical attendance” must be 
investigated by the coroner. If, on the other 
hand, external examination or autopsy findings 
suggest that death appears to have resulted from 
“violence, casualty, or undue means” he shall 
proceed with an inquest to determine how and 
by what means death has occurred. The term 
“violence, casualty, or undue means’ may be 
adequate so far as an interpretation of these 
terms go; however, the constitution does not 
spell out in detail just what is meant by “vio- 
lence, casualty, or undue means.” Thus, the con- 
stitution gives the coroner discretionary power, 
and he may or may not conduct an inquest de- 
pending upon his interpretation of “violence, 
casualty, or undue means.” 

Other incidental responsibilities of the coroner 
may include permission for removal of dead 
bodies from his jurisdiction to another jurisdic- 
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tion — i.e. to another county or to another state. 

The General Assembly has added the follow- 
ing sections to the Coroner’s Act in 1874: (1) 
In 1881 three sections concerning coroner’s dep- 
uties; (2) in 1907 a section on embalming 
bodies subject to a coroner’s investigation; (3) 
in 1909 a section on removal of a body under in- 
vestigation from a county; (4) in 1931 a section 
on inquests; (5) in 1933 two sections on wit- 
nesses; and (6) in 1941 a section on coroners 
in military service. 

According to Dr. E. F. Hirsch, none of these 
appended sections gives specific instructions 
about the procedures for necropsy of bodies 
where death has resulted or is suspected to have 
resulted from violence or unnatural causes. Thus 
nothing has been done by direct revisions of the 
Act of 1874 to improve the quality of the medi- 
cal examinations when Illinois coroners are con- 
fronted with the problem of determining the 
cause and means of death in a body referred for 
investigation. 

The conduct of the office of coroner as it 
appeared in the 1870 constitution may have been 
adequate for the times. However, with the prog- 
ress in the social and technological phases, the 
many disciplines acquired by the citizens, the 
advances made in the fields of biology and sci- 
ences, the contributions in the field of physical 
anthropology, police sciences, and crime investi- 
gation, it is mandatory that the office of coroner 
confine itself essentially to the scientific phases 
of modern forensic sciences. These include fo- 
rensic pathology, toxicology, immunology, the 
various disciplines in the police sciences, his- 
tology and microbiology, and the utilization of 
the many ancillary groups that play such an im- 
portant role in crime detection and crime in- 
vestigation. The objective of all this is to secure 
truth and justice for the.citizens in the commu- 
nity, the state, and the nation. 


The principal pillar in modern forensic sci- 
ences is forensic pathology. It provides the courts 
of law and other areas with information from 
studies of the gross and microscopic examina- 
tion of tissues with medicolegal implications; 
and provides the facts by which criminal justice 
can be established and by which claims for com- 
pensation can be judged. It is obvious that only 
a person who is trained in these sciences, partic- 
ularly in the field of forensic pathology, and 
who has the knowledge and the technique of the 


68 








specific basic sciences can interpret and make 
available the information to the courts and the 
jury who may then decide the guilt or innocence 
of the accused. 

Obviously from what has happened in the re- 
cent years in Illinois, the citizens have not re- 
ceived the protection and information necessary 
to exercise justice and the truth so far as the 
coroner’s examination is concerned. The result 
has been many unsolved cases; some have been 
signed out without autopsy and with the exact 
cause of death unknown. At times misinforma- 
tion has placed hurdles in the pathway of our 
law enforcing agencies. 

In order to present the evidence of violence or 
unexplained death, the coroner must rely upon 
an autopsy. As a layman he is not qualified to 
perform this function and must depend upon the 
information he receives from a physician who 
is called upon to perform the autopsy. A physi- 
cian who is registered to practice medicine in 
Illinois does not necessarily have the skills, tech- 
niques, and experience in gross and histologic 
examination of tissues to perform a medicolegal 


“necropsy. Just as there are experts in the field 


of toxicology, immunology, ballistics, and other 
law enforcing agencies who are especially trained 
in this field, so there must be a similar speciali- 
zation in the field of forensic pathology. In 
Illinois there is no co-ordination of these areas 
for the coroner to use all the specialties in the 
law enforcing agencies when homicide or murder 
takes place. It is true that he may ask these 
agencies to participate in the investigation, but 
they function as independent investigators. The 
result is that studies in homicide or murder cases 
by various agencies may sometimes lead to diver- 
gent opinions, and when this is placed before the 
coroner’s jury of “six good and lawful men” to 
determine a verdict as to the manner and means 
of death, there sometimes results a farcical de- 
cision because none of the participants has legal 
or medical qualifications. 

The aforementioned comment about Illinois, 
particularly in one of the counties of the state is 
not true of this state alone. It exists elsewhere in 
the United States. Before 1877, every county in 
the United. States had an elected coroner, and 
the first separation of the scientific from the 
legal investigation, occurred in Boston, Mass. in 
1877, when the office of medical examiner was 
established. The advantages of the medical ex- 
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aminer system are: it is a nonpolitical office; 
the physician in charge is an expert in medi- 
colegal pathology who can conduct a scientific 
examination into the cause of death; its work is 
purely medical; its impartial findings are ac- 
cepted by court and jury in criminal cases, by 
insurance companies, and compensation boards 
in accidental cases; its excellent work is done at 
a minimum cost to the public. 

Since the establishment of the first medical 
examiner’s office in Boston, similar medical 
examiner systems with some modifications have 
been established in New York, in some counties 
in New Jersey, Virginia, Maryland, and various 
cities and counties in the United States. The 
fact remains that, apart from these isolated ex- 
ceptions, every county in the United States has 
an elected coroner who participates in the con- 
duct of scientific and legal investigations. Con- 
trast the medical examiner’s system with the 
existing coroner’s office. The latter is a political 
official, usually without professional qualifica- 
tions, who has the medical duty of determining 
the cause of death and the legal duty of holding 
an inquest, whose medical findings are ques- 
tioned by the courts and insurance agencies, and 
whose inquest investigations must be duplicated 
by the prosecutor. His work is done at a high 
cost to the public. 

There are a few areas in the United States in 
which the name of coroner is retained in the 
county but the scientific investigation is carried 
out at a high level, comparable to that of the 
medical examiner’s system. In these isolated 
areas the coroner is a pathologist who has de- 
veloped a skilled staff in forensic pathology, 
toxicology, and other areas important in his sci- 
entific investigations, and the legal aspects are 
delegated to the district attorney’s or state at- 
torney’s office. Although he is elected to his 
office every four years, it makes little difference 
whether he is called medical examiner or cor- 
oner, provided the individual in charge of the 
office is a pathologist and a dedicated person in 
the field of scientific investigation. 

IT should like to clarify at this point two terms 
which are used interchangeably but have differ- 
ent meanings: medical jurisprudence and legal 
medicine. Medical jurisprudence is the consid- 
eration of the laws of the land as they bear upon 
medical subjects. It is primarily law rather than 
medicine. Matters pertaining to the contractual 
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relations of physician and patient—i.e. the legal 
rights, duties, and liabilities of the physician 
with regard to his patient and also to the general 
public—are properly classified as problems of 
medical jurisprudence. Legal medicine, or fo- 
rensic medicine, is that portion of medical testi- 
mony that may be of assistance in serving the 
needs of law and justice. It often is thought of 
as concerning itself with the medical aspects of 
criminal offenses, but in addition, is also called 
upon to render assistance in the adjudication of 
cases involving life and accident insurance, in- 
dustrial compensation, soldiers’ rehabilitation, 
and other civil court actions. Thus, in the foren- 
sie sciences the coroner must be concerned only 
in legal medicine because it is this information 
that is so essential for the law, the truth, and 
justice. 

For many years the Institute of Medicine of 
Chicago has urged legislation to modify or 
streamline the operation of the coroner’s office in 
Illinois and to improve the quality of techniques 
in forensic pathology and ancillary sciences. 
This organization’s resolution voicing these views 
was adopted by the Council of the Chicago Medi- 
cal Society and the house of delegates of the 
Illinois Medical Society. In 1952 a committee 
was appointed by the Illinois State Medical 
Society to examine the possibilities of revising 
the existing Coroners’ Act and to offer recom- 
mendations for improving the scientific per- 
formances of this office. With the aid of legal 
advisors of the Illinois State Medical Society a 
bill was written and presented to various 
agencies and organizations in Illinois for sug- 
gestions and recommendations as well as their 
support. Professional and lay organizations in- 
cluding the Chicago and Illinois Bar Associa- 
tions, the Illinois Coroners Association, the As- 
sociation of States Attorneys, and church and 
civic groups, were consulted. Toward the end of 
the session of the legislature in 1953, a bill was 
introduced but not voted upon. 

Any revision of the Coroners’ Act of 1874 in 
Illinois must cover all of the 102 counties in 
Tllinois. Because of the great range of coroner 
work loads in the separate counties, legislation 
with a division of counties on the basis of popu- 
lation seemed advisable. Thus counties of more 
than 500,000 population were designated as 
Class I and those with less than 500,000 popula- 
tion as Class II. Two bills, complementary to 
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each other, were drafted and introduced to the 
General Assembly on March 9, 1955 by Senator 
Albert Scott of Canton, and others. They were 
designated as Senate Bill 247 and Senate Bill 
248. 

Senate Bill 247 defined more clearly the cases 
belonging to the jurisdiction of the ‘coroner; 
specified coroner’s juries only for cases of suicide, 
homicide, and accidental death, thus saving the 
cost of unnecessary coroner’s juries for a county ; 
provided that medical examinations be made by 
a physician duly licensed to practice medicine in 
all of its branches and, wherever possible, by 
one having special training in pathology; and 
stipulated that the appointment of these exam- 
iners in Class I counties be by the coroner, while 
those in Class II be appointed by the Director 
of the Illinois Department of Public Health in 
consultation with the elected coroner of each 
county. In this plan, coroners and the Director 
of Public Health thus co-operate in improving 
the quality of the medical examinations of coro- 
ner cases throughout the state, and in giving 
groups of counties the benefits of improved medi- 
cal examiner services, where each alone would 
have difficulty in obtaining a qualified examiner. 
Senate Bill 247 included further directives for 
the medical examination of a death under mys- 
terious circumstances, clearance by the coroner 
when the body is to be cremated, and several 
other clarifying instructions. 

Senate Bill 248 provided necropsy service to 
counties of Class II in consultation with the 
elected coroners through the Department of Pub- 
lic Health. It also specified the appointment of 
an advisory board by the Governor to consider 
ways and means for improving the quality of 
these services throughout the state. This ad- 
visory board of nine members was constituted 
to include three physicians, three elected coro- 
ners, and three lay persons acquainted with the 
problems of forensic medicine. 

Senate Bills 247 and 248 passed the Senate 
by a vote of 29 to 5, and on the final day of the 
last General Assembly, June 30, 1955 were voted 
through the House of Representatives 94 to 7 
and 94 to 6 respectively. Governor William @. 
Stratton on July 7th, 1955 signed Senate Bill 
248 but later vetoed Senate Bill 247. 

These bills provide a much needed revision of 
the existing Coroners’ Act and in effect mark the 
beginning of a constructive program in which 
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forensic pathology can develop as a forceful tool 
to the coroners of Illinois in the discharge of 
their duties. Senate Bill 63 was introduced by 
Senator Scott, and it was passed by the Illinois 
Legislature in 1957 and made into law by the 
signature of the Governor of the State of I]li- 
nois. Since the Coroners’ Act in our constitution 
cannot be deleted except by a constitutional 
amendment or by referendum, this bill is the be- 
ginning of one that will call into action the ad- 
vancements made in the field of science, crim- 
inal investigation, and law. Prior to the passage 
of this bill, which amends the functions of the 
office of coroner, the Illinois Coroners’ Act gave 
no recognition to any of the modern scientific 
aids in determining the causes and means of 
death such as ballistic analysis, chemical analysis 
by spectroscopy, X-rays, bacteriology, etc. The 
existing Coroners’ Act in the constitution of the 
State of Illinois takes no cognizance of the 
universal extension of medical care and the fact 
that over half of those who die are hospitalized. 
All these modern conditions pose problems that 
cannot be solved by just summoning “six good 
men and true” to hold an investigation. 


CONCLUSIONS 


The office of coroner in Illinois, as well as in 
a great many counties in the United States, is 
an ancient office. Age alone does not necessarily 
make the office a good or a bad one. 

In our age of technocracy, with the progress 
made in the various fields of science, law, and 
human relationships, the office of coroner has 
not made comparable strides to meet advance- 
ments in other fields. 

The office of coroner is of tremendous impor- 
tance to the community but few of our citizens 
realize the value of this office in relation to their 
safety and protection. 

In Illinois, the annual death rate of approxi- 
mately 93,000 includes 15-16,000 coroners’ 
cases: natural or traumatic deaths the cause of 
which is determined by external examinations 
and autopsies. In Cook County, out of 47,000 
deaths per year, approximately 8,000 are re- 
ferred to the coroner’s office for investigation. Of 
this number, approximately 60 per ceut died as 
a result of direct injury or from complications 
from trauma or industrial hazards or various 
noxious agents. Thus, the family encounters a 
law investigating agency that wants to deter- 
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mine whether death was the direct result of 
trauma or due to secondary causes. Unless a 
thorough and scientific study is made, and all 
the disciplines in the field of science and law are 
called upon to resolve the problem many widows 
or other members of the family, as well as agen- 
cies such as insurance companies and other pro- 
tective organizations, may not receive the truth 
and justice they deserve. 

A tremendous responsibility — namely, the 
life or death of the accused — rests solely and 
squarely on the shoulders of the medico-legal ex- 
pert, the results of his findings, and the opinion 
he renders. The medico-legal pathologist is one 
who is trained not only in general pathology but 
in forensic pathology. He must have continued 
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The family physician 

It is amusing to read and hear of the passing 
of the family physician. There never was a time 
in our history in which he was so much in 
evidence, in which he was so prosperous, in 
which his prospects were so good or his power 
in the community so potent. The public has even 
begun to get sentimental over him! He still does 
the work; the consultants and the specialists do 
the talking and the writing, and take the fees! 
By the work, I mean that great mass of routine 
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experience, must analyze his findings carefully, 
and must study the literature constantly. 

Too much stress cannot be placed on the im- 
portance of careful and painstaking examination 
and analysis must be carried out with an open 
inind, unswayed by emotional outbursts of press 
or public, or clouded by preformed conceptions 
gathered from similar cases. The medicolegal 
expert must be well trained in all fields of gen- 
eral pathology so that he can recognize a non- 
medical legal death. Only thus can the office of 
coroner and a scientific staff serve the commu- 
nity and the law agencies with truth and justice. 


I am grateful to Mr. W. O. Winter and Dr. E. F. 
Hirsch for material and information contained in the 
fect. 
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practice which brings the doctor into every 
household in the land and makes him, not alone 
the adviser, but the valued friend. He is the 
standard by which we are measured. What he 
is, we are; and the estimate of the profession in 
the eyes of the public is their estimate of him. 
A well trained, sensible doctor is one of the most 
valuable assets of a community, worth today as 
in Homer’s time, many another man. To make 
him efficient is our highest ambition as teachers, 
to save him from evil should be our constant care 
as a guild.—-Sir William Osler, 1902. 














EDITORIALS 





Hay fever 


In its broad sense, the term “hay fever” is 
applied to all types of seasonal rhinitis whether. 


due to ragweed, grass or tree pollen, mold spores,) 


or insect dust. Management of hay fever may be 
divided into simple medicinal treatment, anti- 
inflammatory hormones, procedures aimed at 
removing the noxious agent, and specific im- 
munization. 

Among the simple symptomatic remedies the 
antihistamines are the most effective. While they 
vary in potency and side effects, there is no best 
product for all cases. It’s a matter of tailoring 
the drug to the particular individual. These com- 
pounds frequently are ineffective in severe cases 
and almost useless in asthma, which they will 
not relieve or prevent. 

The steroid hormones are indicated only in 
the most severe uncontrollable hay fever, par- 
ticularly when there is an accompanying asthma 
that does not respond to other measures. Al- 
though tolerance to these agents (cortisone, hy- 
drocortisone, prednisone, prednisolone, methy]- 
predisolone and triamcinolone) varies, there is 
little difference in their therapeutic effectiveness 
in properly adjusted dosages. In administering 
such drugs, the side effects must be considered 
and watched for. 

Decreasing exposure to air-borne allergens 
can be helpful. This may be accomplished by air 
conditioning or room filtration. Electrostatic 
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| filters are the most efficient and, during exces- 


§ sive temporary exposure, a face mask helps. 


Avoiding the country and staying indoors also 
are helpful. Staying at a low pollen locale will 
diminish or remove symptoms in the short term 
season (ragweed). It is more difficult and less 
practicable to find a vacation area for other al- 
lergies (grass, trees, molds, insects). 

For the majority of sufferers, desensitization 
still is the most promising therapy. It is effective 
in preventing asthma and gives comfort to the 
majority of sufferers. Desensitization can result 
in immunity lasting for one to several years and, 
in some instances, indefinitely. It cannot be car- 
ried out by a prearranged dosage schedule; 
Individualization of dosage is responsible for 
optimum results and minimal reactions. 


< > 


Too busy to keep up 


At least two views of the family physician ap- 
peared in print during June. 

The Health Information Foundation reported 
the results of a survey made on 2,400 persons 
and almost 500 physicians named by these per- 
sons as their family doctors. The majority were 
relatively -young; over one-third were in their 
forties. 

According to the report, the average time 
spent at the office was six hours a day and two 
hours on house calls. Only one physician in 14 
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made no house calls. Four out of five were avail- 
able for night and Sunday emergency calls. Four 
out of five of the persons interviewed said they 
have a family physician to whom they turn reg- 
ularly when ill. Most patients had a good opin- 
ion of the medico’s ability, “reflecting a con- 
fidence that is certainly related to success in pa- 
tient care.” 

The Foundation President, George Bugbee, 
made the comment that the personal character 
of the relationship between patient and family 
doctor has not given way to impersonal arrange- 
ments for physician services. “Good medical care 
will always depend on how early during illness 
a physician is consulted and how readily his ad- 
vice is accepted by those who ask for it.” 

William R. Wood, a staff reporter, discussed 
a different view in the June 30 issue of The Wall 
Street Journal. He interviewed many physicians 
concerning their ability to keep up with medical 
progress and replies were somewhat discouraging 
and not always complimentary. Many physicians 
are opinionated and do not realize that their re- 
marks will be used to judge the entire medical 
profession including themselves. The following 
examples appeared in Wood’s article: 

“A Minneapolis tuberculosis specialist tells of 
a rural Minnesota doctor who sent a patient to 
Arizona to cure what he thought was TB. “This 
patient slipped away about a year later and came 
into out clinic for a checkup,’ reports the spe- 
cialist. ‘It turned out that what his doctor had 
diagnosed as TB was a minor condition which 
could have been cleared up in a couple of weeks 
with modern treatment.’ 

“A Richmond, Va., gynecologist says he re- 
cently had a friend come to him whose wife 
was about to be operated on for what the family 
doctor had diagnosed as a severe female disorder. 
‘This was to be a serious operation which would 
have altered the woman’s whole life, says the 
Virginian. ‘What this G.P. apparently didn’t 
know was that there had been a drug in exist- 
ence several years which made surgery absolutely 
unnecessary.” 

A young San Francisco medico was reported 
as saying, “Sure, they’ll tell you they’re too 
busy, but lot of them are not too busy to make 
$40,000 a year. They’re just trying to see too 
many patients.” 

Undoubtedly it is becoming increasingly diffi- 
cult to keep up with the 400 new drugs, some- 
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thing like 20,000 detail men, and the thousands 
of direct mail pieces that physicians receive 
every year. There are 6,000 medical journals, 
hundreds of bulletins, reports, and meetings of 
societies and associations where new techniques 
are described. Attempts have been made by phar- 
maceutical houses and the editors of throw-away 
journals to print digest articles for our consump- 
tion. It is tough, but to keep up we have no re- 
course except to limit our practice or take sev- 
eral weeks off each year to be posted on what is 
happening. Otherwise it means giving up home 
life and recreation. Let’s not get to the stage of 
the nattily attired -heart expert who told Mr. 
Wood, “The best G.P. nowadays is the one who 
knows what kind of specialist to send his pa- 
tients to.” Let’s stop playing God and be a little 
more humble. 
< > 


Illinois resolutions 
presented to AMA House 

Illinois delegates presented a number of reso- 
lutions at the recent annual meeting of the AMA 
House of Delegates. 

One pointed out that the AMA has no guide 
for its members to use in judging a third party 
contract, although the principles are stated in 
various places in “The Principles of Medical 
Ethies.” 

Consequently, it was proposed that a guide be 
adopted to provide: 

(1) That it is unethical for a physician (a) 
to allow his services to be exploited by a third 
party for financial profit; (b) to solicit patients 
directly or indirectly; (c) to engage in the cor- 
porate practice of medicine except in the per- 
formance of insurance, or employment examina- 
tions, or where the practice of medicine generally 
is affected by operation of law. 

(2) That it is unethical for physicians to as- 
sociate with a plan (a) which does not promptly 
fulfill all of the obligations of its contracts; (b) 
the fees of which are substantially lower than 
those charged for the service in the community 
and thus lead to a deterioration in the quality 
of medical care; (c) which denies a free choice 
of physicians; (d) which denies the patient free 
choice of hospitals provided the hospital has been 
declared competent by the state, the county 
medical society, or the Joint Committee on the 
Accreditation of Hospitals. 

(3) It is inadvisable for a physician to asso- 
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ciate himself with a plan (a) which will not 
allow disputes to be adjusted by a committee of 
the local or state medical society; (b) which he 
can reasonably expect to become unethical in the 


future, 

This resolution went to the Reference Com 
mittee on Insurance and Medical Service, which 
reported back that it believes “it would be un- 
wise to act hastily on any statement of medical 
ethics and, therefore, recommends that this res- 
olution be referred to the Judicial Council.” The 
House so voted. 

Another resolution expressed concern over a 
growing tendency on the part of hospitals to ex- 
pand existing facilities to include more and more 
outpatient service. This expansion has resulted 
in the establishment of office space for staff 
physicians in hospitals and in some instances the 
setting up of separate office buildings to be used 
for outpatients. 

These arrangements, it was pointed out, en- 
courage the practice of medicine by hospitals 
through control of services rendered, such as 
(compulsory) use of hospital departments— 
EKG’s, laboratory, pathology, X-ray, etc.—to 
the detriment of free choice. 

The resolution proposed that a study be made 
to determine whether or not this practice is a 
major move toward the practice of medicine by 
hospitals. Upon the recommendation of the same 
reference committee, the resolution was ap- 
proved and referred to the Board of Trustees 
for prompt implementation. 

Three resolutions went to the Reference Com- 
mittee on Medical Education and Hospitals. One 
dealt with the practice in some hospitals of levy- 
ing compulsory assessments against medical staff 
members for building funds, and of requiring 
audits of staff members’ financial records as a 
requisite for continued staff appointment. 

The resolution called upon the AMA to reit- 
erate its position condemning such practices and 
to call these matters to the attention of the 
medical profession. The reference committee so 
recommended, and the House concurred. 

Another resolution pointed out that physicians 
and surgeons fully licensed in Illinois by exam- 
ination are being denied licensure in some other 
states by reciprocity because the school of their 
graduation was not approved by the AMA at the 
time of their graduation, although since ap- 
proved. " 
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This was regarded as unfair, and the AMA 
was urged to stimulate suitable legislation on a 
national level so that such physicians and sur- 
geons may qualify for licensure in all states which 
recognize reciprocity. 

The House adopted a substitute resolution 
proposed by the reference committee. This di- 
rected the AMA to take appropriate steps toward 
a study of the problem and to consult with the 
Federation of State Medical Boards in an at- 
tempt to find a satisfactory solution. 

Another resolution requested that county med- 
ical societies be consulted whenever possible in 
matters of accreditation of hospitals in their 
area. The reference committee, in recommending 
disapproval, stressed that there can be only one 
standard of medical care regardless of the size 
of a hospital. 

The committee went on to say: “The success- 
ful experience in Ohio where a State Medical 
Society Committee on Accreditation was estab- 
lished for the purpose of determination and solu- 
tion of problems as a result of meetings with 
representatives of the Joint Commission on Ac- 
creditation of Hospitals might well set a pattern 
for similar programs in other areas where mis- 
understandings exist due to certain regulations 
of the Joint Commission.” 

The House agreed with the disapproval rec- 
ommendation. 


< > 


Two CMS members elected 
to important AMA posts 


Two past presidents of the Chicago Medical 
Society were elected to important positions in 
the American Medical Association at the annual 
meeting of the AMA House of Delegates in San 
Francisco, 

Dr. Warren W. Furey, clinical professor of 
radiology at the Stritch School of Medicine, 
Loyola University, was elected to the Board of 
Trustees, succeeding Dr. Edwin S. Hamilton of 
Kankakee. Dr. Walter C. Bornemeier, attending 
surgeon at the Illinois Masonic and Resurrection 
Hospitals, was elected a member of the Council 
on Constitution and Bylaws to succeed Dr. 
Furey. 

The House gave standing ovations to three 
Illinois physicians for long service to the AMA 
—Drs. Hamilton, George F. Lull, and Josiah J. 
Moore. 
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Dr. Hamilton completed 10 years on the 
Board of Trustees, the maximum permitted. He 
served as secretary of the Board for nine years 
and chairman during the last year. 

The posts of secretary and treasurer, by con- 
stitutional changes, were discontinued as indi- 
vidual positions and combined into one, to be 
filled by the Board of Trustees from its own 
membership. For the last 12 years, Dr. George 
F. Lull of Chicago had served as secretary and 
general manager. Dr. Lull was selected to fill a 
newly created post, assistant to the president. 

Dr. Josiah J. Moore of Chicago completed 15 
years of service as treasurer. ‘The combined posi- 
tion of secretary-treasurer went to Dr. Raymond 
M. McKeown of Coos Bay, Ore. 

< > 
New Medicare policy 
on furnishing drugs 

As of July 1, 1958 payment for oral medica- 
tion dispensed or prescribed by physicians pro- 
viding care authorized under the Medicare Pro- 
gram to eligible dependents, became the respon- 
sibility of the patient and will not be compen- 
sable to physicians under this program. Physi- 
cians furnishing care to eligible dependents may 
include the cost to them of drugs they administer 
parenterally. To obtain reimbursement for such 
a drug a physician must identify the nomencla- 
ture and quantity of the drug and set forth the 
cost to him on the proper claim form. The policy 
authorizing the furnishing of drugs to hospital 
inpatients remains unchanged. Medicare patients 
may continue to obtain medication from phar- 
macies of uniformed services medical facilities 
upon prescription or from civilian pharmacies 
at their own expense. 


< > 


Illinois physicians make record 
contribution to medical education 

Illinois physicians, through two officials of 
the Illinois State Medical Society, presented a 
check for $177,500 to the American Medical Kd- 
ucation Foundation for distribution to medical 
schools. This is the largest check ever to be re- 
ceived by the foundation from any state organ- 
ization. 

Dr. Raleigh C. Oldfield of Oak Park, president 
of the society, and Dr. Harold M. Camp of Mon- 
mouth, secretary, made the presentation before 
the House of Delegates, American Medical Asso- 
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Dr. George F. Lull, (center), president of the 
American Medical Education Foundation, receives 
check for $177,500 from Dr. Raleigh C. Oldfield, 
president of the Illinois State Medical Society, as 
Dr. Harold M. Camp, secretary, looks on. 


ciation, in San Francisco, June 25. Dr. George 
F. Lull of Chicago, president of the foundation, 
accepted the check. 

Dr. Oldfield said Illinois physicians have con- 
tributed $1,200,000 to the AMEF in the last 
seven years, leading all other states in this re- 
spect. He added: 

“Tt is to the credit of the medical profession 
that it is leading the movement to finance med- 
ical education within the framework of free en- 
terprise. Illinois is proud of its role in this move- 
ment.” 


«< > 
AMA house of delegates 


acts on many problems 


The House of Delegates of the American Med- 
ical Association, at its annual meeting in San 
Francisco, acted on many problems confronting 
medicine. 

Among the topics covered were the United 
Mine Workers of America Welfare and Retire- 
ment Fund, social security coverage for self-em- 
ployed physicians, voluntary health organiza- 
tions, medical care for veterans, Medicare, leg- 
islative policies, hypnosis, and advertising of 
over-the-counter medications. 

[For report on social security, veteran care 
and Medicare resolutions see PR Page.| 

Dr. Louis M. Orr, Orlando, Fla., was chosen 
president-elect; he has been vice speaker of the 
House. Dr. Orr will become president next June, 
succeeding Dr. Gunnar Gundersen, LaCrosse, 
Wis., who was installed at this meeting. 











UNITED MINE WORKERS 


Major discussion of relations between medi- 
cine and the UMWA Welfare and Retirement 
Fund centered on a reference committee report 
which concurred in a Board of Trustees opinion 
that final action on two resolutions adopted in 
December 1957 should be postponed until the 
final report of the Commission on Medical Care 
Plans is received. 

One of those resolutions declared that “a 
broad educational program should be instituted 
at once by the AMA to inform the general pub- 
lic, including the beneficiaries of the Fund, con- 
cerning the benefits to be derived from preserva- 
tion of the American right to freedom of choice 
of physicians and hospitals as well as observance 
of the ‘Guides to Relationships Between State 
and County Medical Societies and the UMWA 
Welfare and Retirement Fund’ adopted by this 
House last June.” The other resolution called 
for the appropriate AMA committee or council 
to engage in conferences with third parties to 
develop general principles and policies which 
may be applied to their relationships with mem- 
bers of the medical profession. 

In explaining its position that final action on 
the two resolutions should be taken only after 
proper study, the reference committee said it 
“anticipates that the final report of the Commis- 
sion on Medical Care Plans will contain recom- 
mendations serving to clarify the relationships 
between the medical profession, the patient, and 
third parties, and the committee has been as- 
sured that this can be expected.” The committee 
also urged the commission to present its recom- 
mendations no later than December 1958. 

The House of Delegates, however, by a vote 
of 110 to 72, adopted a floor amendment “that 
this section of the reference committee report be 
amended to show that our AMA headquarters 
staff is directed, under supervision of the Board 
of Trustees, to proceed immediately with the 
campaign which was originally ordered at Phila- 
delphia last December, that no further delays 
will be tolerated, and that the Council on Med- 
ical Service be relieved of any further responsi- 
bility in this matter.” 


VOLUNTARY HEALTH ORGANIZATIONS 


Dealing with problems that have arisen in the 
raising and distributing of funds since develop- 
ment of the concept of united community effort, 
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the House adopted the following statement of- 
fered in the form of amendments from the floor : 

“1. That the House of Delegates reiterate its 
commendation and approval of the principal 
voluntary health agencies. 

“2. That it is the firm belief of the American 
Medical Association that these agencies should 
be free to conduct their own programs of re- 
search, public and professional education, and 
fund raising in their particular spheres of in- 
terest. 

“3. That the House of Delegates respectfully 
requests that the American Medical Research 
Foundation take no action which would endan- 
ger the constructive activities of the national 
voluntary health agencies. 

“4, That the Board of Trustees continue ac- 
tively its studies of these perplexing problems 
looking forward to their ultimate solution.” 


WASHINGTON OFFICE 


The House adopted a resolution requesting the 
Board of Trustees to make an immediate survey 
and re-evaluation of “the functions and effective- 
ness of the over-all AMA legislative system, in- 
cluding the Washington office, in the light of 
present-day needs of the government, public, and 
medical profession alike for effective liaison be- 
tween government and medicine on all matters 
affecting the public’s health and adequate, 
prompt, and accurate transmittal to the full 
membership of the AMA of information on all 
current public issues in which the physician has 
a direct interest.” The House asked that the 
Board of Trustees implement, as rapidly as pos- 
sible, all changes and additions that its survey 
discloses are desirable to achieve the basic pur- 
pose of the resolution, “effective public and gov- 
ernment relations.” 


MEDICAL ASPECTS OF HYPNOSIS 


A Council on Mental Health report on “Med- 
ical Use of Hypnosis” was approved by the 
House, which recommended that it be published 
in the Journal of the AMA with bibliography 
attached. The report stated that general practi- 
tioners, medical specialists, and dentists might 
find hypnosis valuable as a therapeutic adjunct 
within the ‘specific field of their professional 
competence. It stressed, however, that all those 
who use hypnosis need to be aware of the com- 
plex nature of the phenomena involved. Teach- 
ing related to hypnosis should be under respon- 
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sible medical or dental direction, the report em- 
phasized, and should include the indications and 
limitations for its use. The report urged physi- 
cians and dentists to participate in high level 
research on hypnosis, and it vigorously condem- 
ned the use of hypnosis for entertainment pur- 
poses. 


OVER-THE-COUNTER MEDICATIONS 


‘he House endorsed recommendations by the 
Public Relations Department that: 

(1) The AMA join with other interested 
groups in setting up an expanded voluntary pro- 
gram, coordinated by the National Better Busi- 
ness Bureau, which will seek to eliminate objec- 
tionable advertising of over-the-counter medi- 
cines. 

(2) The AMA counsel with the National Bet- 
ter Business Bureau in the selection of a physi- 
cians’ advisory committee. 

(3) The established facilities of the AMA, 
such as the Chemical Laboratory, the offices of 
the various scientific councils, and the Bureau of 
Investigation, be made available, so far as is 
feasible, to aid in the carrying out of this pro- 
gram. 

(4) The Public Relations Department con- 
tinue its liaison work with the various groups 
involved and assist in the development and op- 
eration of this program in any way possible. 

(5) The AMA become a sustaining member 
of the National Better Business Bureau, giving 
evidence of its willingness and desire to support 
this organization in its worthwhile activities. 


MISCELLANEOUS ACTIONS 


Among a wide variety of actions on many 
subjects, the House. also: 

(1) Adopted amendments to the Constitution 
and Bylaws which eliminate the separate offices 
of secretary and treasurer, combining them into 
one, and which change the titles of the general 
manager and assistant general manager to execu- 
tive vice president and assistant executive vice 
president, respectively. 

(2) Recommended the appointment of a 
Committee on Atomic Medicine and Ionizing 
Radiation and suggested that it concern itself 
with informing the American public on all 
phases of radiation hazards related to the na- 
tional health. 

(3) Commended the Federal Food and Drug 
Administration for its untiring efforts in behalf 
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of the public and the profession, and urged all 
states to review and strengthen their food and 
drug laws. 

(4) Approved the “Suggested Guides for the 
Organization and Operation of Medical Society 
Committees on Aging,” submitted by the Coun- 
cil on Medical Service. 

(5) Requested that any funds provided under 
the Public Assistance provisions of the Social 
Security Act for medical care of the indigent be 
administered by a voluntary agency such as Blue 
Shield on a cost plus basis or by a specific agency 
established by the medical society of the state in 
which indigent care is rendered. 

(6) Directed the Board of Trustees to study 
problems pertaining to licensure by reciprocity 
and to consult with the Federation of State Med- 
ical Boards in an attempt to find a satisfactory 
solution. (This was an Illinois resolution.) 

(7%) Expressed the opinion that some operat- 
ing room experience is valuable and necessary 
training for all nurses. 

(8) Recommended that general hospitals, 
wherever feasible, be encouraged to permit the 
hospitalization of suitable psychiatric patients. 

(9) Approved a National Interprofessional 
Code for physicians and attorne.s prepared by 
the joint liaison committee of the American 
Medical Association and the American Bar As- 
sociation. 


OPENING SESSION 


At the opening session Dr. David B. Allman, 
retiring AMA president, urged every physician 
to rededicate himself to the service of mankind 
and every medical society to strengthen its dis- 
ciplinary system “to prevent the very few from 
besmirching the vast majority of us.” Dr. Gun- 
dersen, then president-elect, said the Association 
is moving ahead in finding the best possible ways 
to serve both the public and the medical profes- 
sion. He declared there is no reason to believe 
that its influence and impact will not continue 
to grow in the times ahead. The Goldberger 
Award in clinical nutrition was presented to 
Dr. Virgil P. Sydenstricker, professor emeritus 
of medicine at the Medical College of Georgia. 


INAUGURAL CEREMONY 


Dr. Gundersen, in his inaugural address, 
called upon the medical profession to accept its 
full responsibilities in promoting better world 
health, brotherhood, and peace, adding that “the 
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time has come when medical statesmanship must 
be used to augment the methods of political di- 
plomacy.” 


ELECTION OF OFFICERS 


In addition to Dr. Orr, the new president- 
elect, the following officers were selected by the 
House on Thursday: 

Dr. W. Linwood Ball, Richmond, Va., vice 
president; Dr. E. Vincent Askey, Los Angeles, 
re-elected speaker, and Dr. Norman A. Welch of 

3oston, vice speaker. 

Dr. Warren W. Furey, Chicago, was elected 
for a five year term on the Board of Trustees, 
succeeding Dr. Edwin S. Hamilton, Kankakee, 
Ill. Dr. Raymond M. McKeown, Coos Bay, Ore., 
was re-elected for a five year term; and Dr. R. 
B. Robins, Camden, Ark., was named to fill the 
unexpired term of Dr. F. J. L. Blasingame. Dr. 
Leonard W. Larson, Bismarck, N. D., was 
elected chairman of the board at its organiza- 
tion meeting. 

Dr. George A. Woodhouse, Pleasant Hill, 0O., 
was renamed to the Judicial Council. Elected 
to the Council on Medical Education and Hos- 
pitals were Dr. Leland 8. McKittrick, Brookline, 
Mass., to succeed himself, and Dr. John V. 
Bowers, Madison, Wis., to succeed Dr. Victor 
Johnson, Rochester, Minn. 

Dr. R. B. Chrisman, Jr., Coral Gables, Fla., 
and Dr. J. F. Burton, Oklahoma City, were re- 
elected to the Council on Medical Service. Dr. 
Russell B. Roth, Erie, Pa., was named to fill the 
unexpired term of Dr. H. B. Mulholland, Char- 
lottesville, Va., who resigned. 

Three members were elected to the Council on 
Constitution and Bylaws: Dr. William Stovall, 
Madison, Wis., to succeed Dr. Stanley H. Os- 
born, Hartford, Conn.; Dr. William Hyland, 
Grand Rapids, Mich., to fill the unexpired term 
of Dr. Floyd S. Winslow, deceased, Rochester. 
N. Y.; and Dr. Walter C. Bornemeier, Chicago, 
to replace Dr. Furey. 

The House approved a Board of Trustees an- 
nouncement that Miami Beach will replace Chi- 
cago as the place of the 1960 annual meeting, 
and New York will be the site of the 1961 an- 
nual meeting. Action was postponed on selection 
of the city for the 1962 annual meeting. 


AWARDS 


Dr. Frank H. Krusen, professor of physical 





medicine and rehabilitation at Mayo Founda- 
tion, Rochester, Minn., was given the 1958 Dis- 
tinguished Service Award, Special citations were 
given two laymen for their work in advancing 
the ideals of medicine: Mrs, Charles W. Sewell. 
Otterbein, Ind., rural health worker, and Gobind 
Behari Lal, San Francisco, Ph.D., science writer. 


< > 


Chicago exhibit at AMA 
gets gold medal award 


A University of Illinois College of Medicine 
group, with a scientific exhibit on cancer cells 
in the circulation of blood, presented at the 
AMA annual meeting in San Francisco, carried 
away top honors for original work. 

This is of particular interest to Illinois physi- 
cians because they had a preview of this out- 
standing exhibit at the annual meeting of the 
Illinois State Medical Society in June. At that 
time it also was decided by the judges here that 
the display was worthy of first award, a gold 
medal. 

The Hektoen gold medal was presented by the 
AMA to Alvin L. Watne, Stuart S. Roberts, 
Ruth G. McGrath, Elizabeth A. McGrew, and 
Warren H. Cole. The exhibit was a demonstra- 
tion of exfoliation of cancer cells into the circu- 
lating blood, showed methods of blood collection, 
and presented techniques of isolation of cancer 
cells from the formed blood elements. The effects 
of surgery and chemotherapy were shown. 

It is significant that a number of other ex- 
hibits on display at the Illinois State meeting 
were accorded space at the AMA sessions, and 
that they attracted considerable attention. This 
demonstrated that the cream of exhibits are 
being selected for display here. 


< > 


Chicagoan named to head 
women’s medical group 


Dr. Katharine W. Wright, Chicago psychiatrist 
and neurologist, was elected president of the 
American Medical Women’s Association at the 
recent annual meeting in San Francisco. 

Dr. Wright, a graduate of the George Wash- 
ington University School of Medicine, is an as- 
sociate in psychiatry and neurology at the 
Northwestern University Medical School. 
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Pictures of the 1958 Annual Meeting 


The annual meeting of | 
the Illinois State Medical 7 
Society was held in the 4 


Hotel Sherman, Chicago, 
May 20-23. There was a 
total attendance of 3,117. 

The scientific sessions 


brought promi-| 


nent speakers from all 
parts of the country, who 
presented papers of un- 
usually high caliber. 

The Women’s Auxili- 
ary met at the same time, 
and registered a high at- 
tendance record. 

Here are pictures of 
some of the highlights. 


yy 
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Kirby of Spring Valley. 


At the meeting Joseph T. O’Neill of Ottawa was 
chosen president-elect. To succeed him as councilor 
of the Second District the Society elected George E. 


= “ 


Shown above, at a pleasant breakfast on the last morning of the meeting are, (left) 
our new president Raleigh C. Oldfield and Mrs. Oldfield, of Oak Park, with our retiring 
president, Lester S. Reavley and Mrs. Reavley of Sterling. 


A veteran of many years service to the Society, 
Charles P. Blair of Monmouth retired as a councilor 
for the Fourth District. To succeed him, delegates 


elected Fred C. Endres of Peoria Heights. 


Mrs. Harlan English of Danville, treas- 
urer of the Women’s Auxiliary to the 
AMA serves coffee to Mrs. Fred C. En- 
dres, Peoria Heights, newly elected presi- 
dent of the Illinois Women’s Auxiliary, 
at a Continental Breakfast. 


At the same breakfast Mrs. Paul C. 
Craig (left) president of the Women’s 
Auxiliary of AMA, addressed the gather- 
ing. She is shown with Mrs. Nicholas G. 
Chester, Illinois Auxiliary’s retiring presi- 
dent. 














Dr. Keith S. Grimson 
of Dunham, North Car- 
olina, Professor of Sur- 
gery, at Duke Univer- 
sity, School of Medi- 
cine, presented the ora- 
tion in surgery. 


Dr. Alexander Mar- 
ble of Boston, Assistant 
Clinical Professor of 
Medicine at Harvard 
Medical School, gave 
the oration in medicine. 


The annual public relations § dinner 
brought as speaker, F.J.L. Blasingame, who 
recently became general manager of the 
AMA. He is shown with Percy E. Hopkins, 
chairman of the Committee on Medical 
Service and Public Relations. Dr. Blasin- 
game enthusiastically outlined some AMA 
plans for the future and asked for the sup- 
port of the profession. 


As usual, the Fifty Year Club luncheon 
brought an enthusiastic gathering and a sur- 
prise in the form of a gift from the mem- 
bers to Andy Hall the long time head of the 
organization. In this unusual picture are 
shown, (left to right) Major General Wil- 
ford Hall, Percival Bailey of the University 

- of Chicago, one of Andy Hall’s “babies’’, 

. Andy Hall, Jr., Andy and Marshall Hall. All 
three of Andy’s sons are of course doctors, 
as is Dr. Bailey. 





At the speakers’ table at the Fifty Year 
Club luncheon are (left to right) William 
S. Bougher, Ernest Irons, E. E. Davis and 
Gentz Perry. Dr. Perry was chairman in 
charge of arrangements, and the others 
served on his committee. 


Gathered at this table at the Fifty Year 
Club luncheon were Rudolph Oden, Chi- 
cago; W. B. Dougherty and wife, Chicago; 
I. B. Dia 1, Evanston; J. W. Dreyer, 
Aurora; J. L. Webb, Chicago; Carl H. Wil- 
kinson, West LaFayette; G. H. Pflueger, 
Crystal Lake. 














The year’s meeting brought one of 
the finest scientific exhibits the So- 
ciety has seen in many years. There 
were 27 exhibits, arranged under the 
direction of Coye C. Mason, as chair- 
man of the committee. An indication 
of the quality is shown by the fact 
that many of them were later accepted 
for exhibiting at the AMA meeting in 
San Francisco, and one won a gold 
medal there, as it did here in the 
Original Work classification. 


REVERSIBLE STATES of UREMIA 


There were 67 technical exhibitors to attract the 
interest of those at the meeting. In recent years there 
has been marked increase in the number of food 
products displayed. However, primary attention is 
always given by doctors toward learning about new 
pharmaceutical products and new and improved ways 
of using established products. Above, sampling an 
offering are, W. S. Swisher of Evanston and P. W. 
Theobald of Chicago. 


Winner of the gold medal in the Educational 
classification at our meeting was the exhibit “Pre- 
vention and. Management of Prematurity” by 
Frederick H. Falls and Charlotte S. Holt, Illinois 
State Department of Public Health. 


Winners of the silver medal in the Educational 
classification were John M. Coleman and Garth 
F. Tagge of Mercy Hospital, Stritch School of 
Medicine of Loyola University and Vaughn Medi- 
cal Group, for their exhibit “Reversible States of 
Uremia”’. 














MEDICAL ECONOMICS q- | 


Suggestions for Improving Liaison 
and Cooperation Between 
Local Medical Societies and 


Their Blue Shield Plans 


t the 1958 National Blue Shield Professional 
Relations Conference, held in Chicago, the 


following suggestions were offered: 


‘. 


Principles 

Blue Shield and the medical society share 
a responsibility to inform the physician and 
keep him informed about Blue Shield af- 
fairs. Frequent, informal contact between 
the executive personnel of the medical so- 
ciety and Plan is vital to good relations. 
A sense of common interest and identity 
of purpose in attacking the economic prob- 
lems of medicine should be cultivated by 
both medical society and Plan. 
Communications between Plan and_physi- 
cian fail unless the method and content of 
the communication meets the needs and ap- 
proval of the profession, and the profession 
feels it is a part of the Plan. 

Things a Plan Might Do To Promote Better 
Professional Relations 

1. Make a personal contact with every new 
participating physician. 

2. Emphasize in Plan indoctrination pro- 
grams for sales personnel that they are 
representing the interests of the medical 
professional and should, therefore, sup- 
port physicians’ interests in presenting the 
case for Blue Shield in enrollment efforts. 





3. Make sure the state society is informed 
of all Plan activities. 

4. Give medical society officers an oppor- 
tunity to sit in on contract negotiations 
with labor and management. 

5. Provide volunteer speakers for lay 
groups through the medical 
speakers’ bureau. 


society’s 


6. Provide speakers and program material 
for county medical society meetings. 

7. Offer to assist the medical society in ar- 
ranging for meetings with labor and man- 
agement representatives; participate in 
such meetings, if requested. 

8. Make program material, speakers and 
literature available for orientation pro- 
grams provided by the medical society for 
its new members. 

9. Entertain informal groups of medical 
society members at informal discussion 
meetings to promote better understanding 
of Plan problems. 

10. Provide speakers, literature and pro- 
gram materials for “Medical Student Day” 
programs by medical societies. 

11. Offer to assist in financing and prepar- 
ing medical directories or membership 
rosters for medical socicties. 
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12. Help to provide staff assistance, pro- 
gram speakers, exhibits and promotional 
aid for state society annual conferences on 
public relations, secretaries’ and editors’ 
conferences, or other meetings. 

ILL. Things a Medcial Society Might Do to Pro- 
mote Better Professional Relations 
1. Offer to assist and advise the Plan in the 
designation of the members of the Plan’s 
Fee Adjudication Committee. 
2. Arrange for guest physicians to attend 
each meeting of the Adjudication Commit- 
tee as guests. 
3. Conduct opinion polls and_ surveys 
among the public and profession to guide 
in future development of the Plan. 
4. Hold at least one annual “gripe session” 
at which any physician is privileged to ex- 
press his opinions of the Plan and com- 
plaints about it. 
5. Encourage all members and their office 
assistants to become subscribers to the Blue 
Shield Plan. 
6. Provide space for regular Blue Shield 
announcements and articles in the medical 
society journal. 

IV. Things the National Association of Blue 
Shield Plans Might Do to Promote Better 


(From Office Dependents’ Medical Care: 
Letter No. 12-58) 
KLKCTIVE PROCEDURES: 

1. This letter is written to delineate, as far as 
possible at this time, the responsibility of the 
Government for the payment of claims covering 
care of controversial conditions and procedures 
which may or may not be considered as belong- 
ing in the general classification of “elective 
medical and surgical treatment,’ as expressed 
in Section 103f (5), Joint Directive for Imple- 
mentation of the Dependents’ Medical Care Act 
(P.L. 569, 84th Congress). 

2. The following specific conditions and proce- 
dures are examples which are admittedly not 
all-inclusive ; however, they are representative of 
the vast majority of claims and inquiries con- 
cerning questionably authorized care referred to 
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Professional Relations 
1. Develop a series of packets or kits on 
such subjects as liaison, communications, 
public service projects, ete. 
2. Provide top-grade guest speakers of na- 
tional prominence for state medical society 
meetings. 

V. Role of the Medical Society Auxiliary 
1. To interest and inform the physician, 
through his wife, concerning the purposes, 
philosophy, accomplishments and problems 
of Blue Shield. 
2. To interest and inform the public with 
whom the physician’s wife comes into con- 
tact. 


Methods: 


1. Meetings of county and local repre- 
sentatives of auxiliary with Plan staff 
members. 

2. Distribution of Blue Shield literature 
to auxiliary members. 

3. Blue Shield progress report to annual 
meeting of auxiliary. 

4, Establishing a committee of state 
auxiliary as liaison to Blue Shield Plan. 
5. Special physician-and-wife meetings 
in each county (partly social), combined 
meetings of county society and auxiliary. 


Medicare News 


the Office for Dependents’ Medical Care. Treat- 
ment of chronic conditions is authorized only if 
acute exacerbations or acute complications exist ; 
or if surgical or other treatment procedures are 
expected to result in functional improvement. 
Comments for each condition or procedure in- 
dicate whether care rendered is or is not payable 
under Medicare. 

UNLESS SPECIFIC EXCEPTION IS MADE 
IN THE COMMENT, THE CONDITION OR 
PROCEDURE MUST HAVE REQUIRED 
HOSPITALIZATION FOR PROPER 
TREATMENT. 

a. Ears: Large, flapping, elephant-like or 
otherwise deformed or absent. Reconstruction 
and/or revisions of external ear only are elective 
and not payable under Medicare. Surgery per- 
formed for, and based solely on, psychological 
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reason is not allowable. Necessary procedures for 
the restoration of hearing, to include reconstruc- 
tion of the middle and/or inner ear and/or such 
part of the external ear as may be required for 
restoration of hearing, is allowable under the 
program. 

b. Eyes: Surgery for glaucoma, cataracts, 
strabismus (squint) or other conditions to aid 
or improve the vision of the effected eye(s) is 
allowable. The cost of prosthetic devices or or- 
thoptic exercises is not allowable; neither is 
surgery performed solely for improvement of 
appearance. 

ce. Harelip and/or Cleft Palate: Surgery for 
the initial repair, including surgery considered 
an integral continuing part of the initial repair, 
is allowable. Subsequent procedures, employed 
for the improvement of appearance only, are 
not allowable. 

d. Rhinoplasties: When performed solely for 
improvement of appearance, rhinoplasties are 
not allowable. 

e. Congenital Defects — Skeletal: Allowable 
when prescribed treatment is required to be per- 
formed in the hospital on an inpatient basis. 
Where it is customary for plaster casts to be 
applied on an outpatient basis and hospitaliza- 
tion is not required for proper treatment, such 
procedures are not allowable. Examples: 

(1) Clubfoot — uni- or bi-lateral. 
(2) Congenital dislocation of hips — uni- 
or bi-lateral. 


(3) Other types of congenital skeletal defects 

requiring casts or other treatments. 

f. Cerebral Palsy or Poliomyelitis (residuals) : 
Surgical procedures such as arthrodesis, osteot- 
omies, or tendon transplants required for the 
improvement or restoration of function are al- 
lowable only for the pertinent period of hospital- 
ization specifically related to the surgical proce- 
dure but not for medical care related to the 
basic condition. Consequently, follow-up treat- 
ments for rehabilitation of the basic condition 
are not authorized; neither are payments for 
wheel chairs, crutches, braces, and prosthetic de- 
vices, or other adjunctive surgical support items 
authorized. 

g. Central Nervous System —- Congenital De- 
fects: Surgical correction of evaginations of the 
contents of the vertebral column, as well as hy- 
drocephalus and other congenital abnormalities, 
is allowable. 
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h. Supernumerary Digits and Syndactylism : 
Surgery required to improve function of the in- 
volved extremity (ies) is allowable. When per- 
formed solely at the request of the patient and/ 
or sponsor in the absence of functional impair- 
ment, payment is not authorized. 

i. Scars: Except as provided herein, surgery or 
other medical treatment on well-healed scars is 
not authorized. Treatment of scars that are ul- 
cerated, or show clinical evidence of malignancy, 
or cause contractures which impair anatomical 
function is allowable. Reconstructive surgery 
incident to an injury is allowable as a part of 
the continuing total treatment of that injury 
and may be performed on an outpatient basis, 
if appropriate. 

j. Removal of Plantar Warts, Other Warts 
(Verrucae), Sebaceous Cysts, Condylomata, 
Moles, Pigmented Nevi, Hemangiomata and/or 
Telangiectatic Lesions: Authorized only if they 
are bleeding, ulcerated, painful, or show clinical 
evidence of malignancy, or if the size and loca- 
tion produce functional impairment. 

k. Removal of Tattoos: Not allowable. 

1, Tubal Ligation or Other Sterilization Pro- 
cedures: Authorized for payment only when, in 
the opinion of the physician in charge and con- 
sulting physician (s), the procedure is a necessary 
requirement in the proper medical management 
of an otherwise unrelated medical or surgical 
condition for which treatment is authorized 
under the program. Multiparity and/or the 
socioeconomic status of the patient are not bona 
fide reasons for payment of sterilization proce- 
dures under the Dependents’ Medical Care Pro- 
gram. 

m. Mammoplasty: Surgical procedures on the 
breast(s) for the purpose of effecting symmetry 
or alteration of size are not authorized except 
when severe pain and/or marked disability is 
present. 

n. Tests and Procedures for Sterility or Fer- 
tility Influences: Are allowable only when clini- 
cal indication of associated pathological condi- 
tion causing impairment is present. Tests are 
not allowable when performed solely at the re- 
quest or desire of the patient (sponsor). 

o. Tests for Pregnancy: Allowable only if the 
patient is, in fact, pregnant; or when considered 
necessary for the proper conduct of maternity 
or postpartum care, regardless of the test results 
(i.e. hydatidiform mole). These tests are not 
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allowable when requested by the patient and are 
found to be negative. When authorized, these 
tests may be performed on an outpatient basis 
as other antepartum or postpartum care. 

p. Services for “Exceptional” Children: Not 
authorized. Examples include. 

(1) Cerebral palsy treatment including sur- 
gical -procedures unless they qualify 
under paragraph 2f, above. 

(2) Speech and/or hearing therapy, or reme- 
dial reading. 

(3) Psychological testing. 

(4) Child guidance therapy. 

NOTE: It is emphasized that a BASIC RE- 
QUIREMENT FOR ALLOWABILITY of 
claims for payment for conditions or procedures 
identified in subparagraphs a through p, above, 
IS THE NECESSITY OF HOSPITALIZA- 
TION FOR PROPER ACCOMPLISHMENT. 
Exceptions for injury and maternity cases have 
been specifically identified in subparagraphs 7 
and o, above. 

3. For all conditions outlined above and other 
similar or questionable cases, physicians and 
hospitals are urged to attach a statement by the 
attending physican to the Medicare Claim Form 
(DA Form 1863) at the time it is submitted to 
the Fiscal Administrator. Provided the informa- 
tion is adequate to establish the authorization for 
care and provided the charges are within the 
applicable Schedule of Allowances, the fiscal 
administrator may process the claim for payment 
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“I'd rather be myself” 


Perhaps one day the pharmaceutical firms will 
evolve the perfect drug. In Aldous Huxley’s 
novel Brave New World, “soma” had all the 
advantages of both heroin and gin and none of 
the disadvantages. But some people may feel as 
the hero of that book did when he was encouraged 
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without reference to this office. 

4, For all conditions outlined above and other 
similar or questionable cases, physicians are 
particularly urged to predetermine its eligibility 
for payment under the Dependents’ Medical 
Care Program. A frank discussion of the entire 
problem with the patient and/or sponsor prior 
to the initiation of treatment is felt to be ex- 
tremely advisable. PHYSICIANS, HOSPI- 
TALS, AND PATIENTS MUST REALIZE 
THAT THE GOVERNMENT IS NOT LIA- 
BLE FOR PAYMENT OF UNAUTHORIZED 
CARE. Prior to acceptance of the patient for 
treatment, any questionable case should be re- 
ferred to the local fiscal administrator for as- 
sistance in determining eligibility. In the exer- 
cise of this function, the fiscal administrator 
may seek advice from the Office for Dependents’ 
Medical Care. All pertinent facts must be sub- 
mitted to the Office for Dependents’ Medical 
Care to enable an expeditious and intelligent 
decision. 

5. The contents of this letter are of vital im- 
portance to the operation of the program ; there- 
fore, fiscal administrators are urged to publish 
and distribute to physicians and/or hospitals for 
whom they are responsible for making payment 
under the Dependents’ Medical Care Program. 
Paul I. Robinson 
Major General, MC 
Executive Director 
Office for Dependents’ Medical Care 
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by his mistress to take a dose. “I’d rather be 
myself,” he said, “myself and nasty. Not some- 
body else, however jolly.” I think such an at- 
titude is the wisest one for man to take towards 
his own sedation and stimulation. R. Asher, 
M.D. The Sedation and Stimulation of Man. 
Lancet May 3, 1958. 
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Ninth North Shore Hospital 
lecture series 


The ninth annual lecture series, Emotional 
Forces in the Family, has been announced by 
the North Shore Hospital. All members of the 
medical profession and allied professional per- 
sonnel are invited to attend. The lectures will 
be given on the first Wednesday of every month, 
October through June, at 225 Sheridan Road, 
Winnetka, at 8:00 p.m. The program follows: 

Oct. 1, 1958. The Development of the Family in the 
Technical Age. JOOST A. M. MEERLOO, M_D., 
High Commissioner for Welfare to Netherlands Gov- 
ernment, World War II; Faculty, Columbia Univer- 
sity and The New School of Social of Research, New 
York City. 

Nov. 5, 1958. The Role of the Mother in the Fam- 
ily. LUCIE JESSNER, M.D., Professor of Psychia- 
try and Director of the Child Psychiatric Section, Uni- 
versity of North Carolina School of Medicine, De- 
partment of Psychiatry. 

Dec. 3, 1958. The Role of the Father in the Family. 
CLAIRE M. NESS, M.D., Director, Cleveland Guid- 
ance Center; Member, Board of Directors, American 
Orthopsychiatric Association; Member, Board of Di- 
rectors, Cleveland Welfare Federation; Consultant for 
Children’s Services, Cleveland. 

Jan. 7, 1959. The Role of Children in the Family. 
SIDNEY BERMAN, M.D., Faculty, Washington Psy- 
choanalytic Institute; Assistant Clinical Professor of 
Psychiatry, George Washington School of Medicine; 
Attending Staff, Pediatric Psychiatry, Children’s Hos- 
pital, Washington, D.C.; Consultant, Laboratory of 
Child Research, National Institute of Mental Health. 

Feb. 4, 1959. The Impact of Relatives and In-Laws. 
NATHAN W. ACKERMAN, M.D., Associate Clini- 
cal Professor of Psychiatry, Columbia University; 
President, Association for Psychoanalytic Medicine; 
Fellow, New York Academy of Medicine. 
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Mar. 4, 1959. The Impact of Aging in the Family. 
D. GRIPFITH McKERRACHER, M.D., Professor 
of Psychiatry, University of Saskatchewan; Chief, De- 
partment of Psychiatry, University Hospital. 

Apr. 1, 1959. The Individual, the Family, and the 
Community (Including Religion). JUDD MARMOR, 
M.D., Clinical Professor of Psychiatry, School of 
Medicine and visiting Professor of Social Welfare, 
University of California at Los Angeles; Training 
Analyst and Past President, Institute for Psychoana- 
lytic Medicine of Southern California. 

May 6, 1959. The Individual, the Family, and the 
Boss. BERTRAM SCHAFFNER, M.D., Psychoanal- 
yst, New York City; President, William Alanso White 
Society, New York City; Consultant in Mental Halth, 
Health Services, United Nations; Associate, Graduate 
Seminar on Communications, Columbia University; 
Editor, Conferences on Group Processes, Josiah Macy, 
Jr. Foundation. 

June 3, 1959. The Family of the Future. LAW- 
RENCE S. KUBIE, M.D., Clinical Professor of Psy- 
chiatry, Yale University School of Medicine; Lec- 
turer in Psychiatry, College of Physicians and Sur- 
geons of Columbia University; Faculty, New York 
Psychoanalytic Institute. 


«< > 
I.C.S. regional meetings 


The United States Section, International Col- 
lege of Medicine, announced dates for regional 
meetings, as follows: 

August 21-23, Reno, Nev.; September 10, 
Billings, Mont.; September 29, Chattanooga, 
Tenn.; October 3-4, Mobile, Ala.; January 4-7, 
1959, Miami Beach, Fla. 

Write to International College of Surgeons, 
1516 Lake Shore Drive, Chicago 10, for addi- 
tional information. 

The College’s third around-the-world post- 
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graduate refresher clinic tour will be held 
October 10 to December 3. Write to Dr. Arnold 
S. Jackson, 16 South Henry Street, Madison 3, 
Wis., for details. 

< > 
Help offered on setting 
up scientific programs 

Program chairmen and secretaries of county 
medical societies: Do you need help in setting 
up your 1958-59 scientific programs ? 

If so, the Chicago office of the Illinois State 
Medical Society is ready to assist you. Prelim- 
inary work on fall and winter programs should 
get under way as soon as possible. 

Should you need a speakers’ application blank, 
or other information regarding the services 
available to county medical societies, write to Dr. 
Louis R. Limarzi, chairman, Committee on 
Postgraduate Medical Education and Scientific 
Service, 185 North Wabash Avenue, Chicago 1. 

< > 
Hypnosis in medicine 
to be meeting topic 


The Society for Clinical and Experimental 
Hypnosis, comprised of physicians, dentists, and 
psychologists engaged in the clinical use of hyp- 
nosis, will hold its annual meeting at the Morri- 
son Hotel, Chicago, October 29-31. 

The program will include such topics as; hyp- 
notherapeutic control of habit patterns — drug 
addition, smoking, overweight; hypnosis in 
physical therapy and rehabilitation, asthma and 
allergic manifestations, pediatrics and geriatrics, 
surgery, internal medicine, and psychiatry; use 
and abuse of hypnosis in general practice; and 
hypnoanesthesia in obstetrics. 

A program may be obtained from the society, 
750 North Michigan Avenue, Chicago 11. 

< > 
O. and G. Board certifies 
Illinois physicians 

The American Board of Obstetrics and Gyne- 
cology announced the certifying of the follow- 
ing Illinois physicians : 

Drs. Lawrence I. Bernard, Robert Bouer, Ben 
Gelfand, Henry Hankin, John R. Kostelny, 
Raymond A. McDermott, Franklin T. O’Con- 
nell, and Leonard P. Rapoport, Chicago; Robert 
L. Baker, Great Lakes; Irvin H. Blumfield, 
Alton; William H. Donovan Jr., Aurora; Henry 
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O. Kase, Elgin; George C. Kotalik, Berwyn; 
Gerald T. Riordan, Springfield; Ralph G. Ryan, 
Elmhurst ; W. Robert Maloney, Carbondale; and 
Roy E. Vanderberg, Peoria. 

Applications for certification, new and re- 
opened, Part I, and requests for re-examination 
Part II, will be received until September 1. 
Write to Dr. Robert L. Faulkner, 2105 Adelbert 
Road, Cleveland 6, for additional information. 


< > 


Clinics for crippled children 
listed for September 


Twenty four cliniés for Illinois’ physically 
handicapped children have been scheduled for 
September by the University of Illinois, Di- 
vision of Services for Crippled Children. The 
Division will count 19 general clinics providing 
diagnostic orthopedic, pediatric, speech, and 
hearing examination along with medical, social, 
and nursing service. There will be 2 special 
clinics for children with cardiae conditions, 1 
for children with rheumatic fever, and 2 for 
cerebral palsied children. 

Clinics are held by the Division in co-operation 
with local medical and health organizations, both 
public and private. Clinicians are selected among 
private physicians who are certified Board mem- 
bers. Any private physician may refer to or 
bring to a convenient clinie any child or chil- 
dren for whom he may want examination or con- 
sultative services. 


September 3 — Carmi, Carmi Township Hos- 
pital 
September 3 — Centralia, Community Center 


Hin-dale, Hinsdale Sanitar- 





September 3 
ium 

September 3 Rock lsiand (Cerebral Palsy), 
Foss Home, 3808 — 8ti. Avenue 

September 4 — Sterling, Community General 

September 5 — Chicago Heights (Cardiac), 
St. James Hospital 

September 9 — East St. Louis, St. Mary’s 
Hospital 

September 9 — Peoria, Children’s Hospital 
(St. Francis) 

September 10 
itarium 

September 11 — Anna, County Hospital 

September 11 — Clinton, Christian Church 

September 11 — Springfield, St. John’s Hos- 
pital 





Joliet, Will County 'T. B. San- 








September 16 — Alton, Memorial Hospital 

September 17 — Evergreen Park, Little Com- 
pany of Mary Hospital 

September 17 — Springfield (Cerebral Palsy), 

Memorial Hospital 
September 18 — ‘Tuscola, Veterans of Foreign 

War Bldg. 

September 18 — Elmhurst (Cardiac), Memo- 
rial Hospital of Dupage Co. 
September 18 — Rockford, Rockford Memorial 

Hospital 
September 23 — Peoria, Children’s Hospital 

(St. Francis) 

September 24 — Aurora, Copley Memorial Hos- 
pital 

September 24 — Jacksonville, Passavant Hos- 
pital 

September 25 — Decatur, Decatur-Macon Coun- 
ty Hospital 

September 25 — Sparta, Sparta Community 

Hospital 
September 30 — Effingham (Rheumatic Fe- 

ver), St. Anthony Hospital 

< > 
L.C.S. offers second 
postgraduate course 

The second of two postgraduate courses of- 
fered this year by the United States Section, 
International College of Surgeons, will be held 
in Chicago, October 13-25. 

The course has been arranged in co-operation 
with the faculty of the Cook County Graduate 
School of Medicine and will be conducted under 
the supervision of the attending staff of Cook 
County Hospital, Chicago. 

The program will include illustrated lectures, 
motion pictures, anatomy demonstrations, op- 
erative clinics, and practice surgery by the 
participants on anesthetized dogs. Consideration 
will be given not only to surgical techniques, 
surgical complications, and management of sur- 
gical patients, but also to an intensive review of 
the basic sciences in relation to clinical surgery. 

In addition to 20 hours of surgical anatomy 
on the cadaver, the program will include lectures 
and demonstrations on the following topics: 
gastric, pediatric, large and small bowel, ano- 
rectal, pancreatic, splenic, gall bladder, gyneco- 
logical, hernia, esophageal, and thyroid surgery ; 
physiology, intestinal obstruction, thoracic 
emergencies, cardiac arrest, hand injuries and 
infections, and abdominal injuries. 
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Write to the International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10, or 
Cook County Graduate School of Medicine, 707% 
South Wood Street, Chicago 12, for further in- 
formation. 


«< > 
Laboratory animal care panel 


More than 500 scientists, veterinarians, and 
animal technicians from the United States and 
a number of foreign countries will meet at the 
Hamilton Hotel, Chicago, December 3-5, for 
technical discussions of the care of laboratory 
animals. The occasion is the 9th annual meeting 
of the Animal Care Panel, an organization de- 
voted to the exchange of information on the care 
of laboratory animals. 

There will be reports on methods to improve 
conditions under which their experimental ani- 
mals are housed, fed, treated, and used. 

< > 


Psychosomatic medicine 


The fifth annual meeting of the Academy of 
Psychosomatic Medicine will be held at the Park 
Sheraton Hotel, New York, October 9-11. The 
program will include formal papers, panels, and 
luncheon conferences. Physicians, psychologists, 
social workers, and nurses may attend. Write to 
Dr. Bertram B. Moss, 55 East Washington 
Street, Chicago 2, for information. 


< > 
Chicago Foundlings Home 
offers unwed mothers aid 


The Chicago Foundlings Home, 15 S. Wood 
Street, Chicago, presents to the unwed mother a 
protective, maternity home service, temporary 
nursery care for infants surrendered to the 
agency, and an adoption program for mothers 
who wish to use it, according to Dr. Karl A. 
Meyer, president of the Board of Trustees. 

“It is the oldest and only co-operative home 
of its kind in this part of the country, where 
homemaking is offered in lieu of a fee,” Dr. 
Meyer said. “It was founded in 1871 as a hospi- 
tal for abandoned babies and mothers by Dr. 
George E. Shipman, a practicing physician, who 
was appalled by the absence of any kind of care 
for foundlings at that time. Upon recommenda- 
tion of a physician, the home will accept ex- 
pectant mothers at any stage of their pregnancy. 
Medical care can be arranged with neighboring 


Illinois Medical Journal 














ano=x. & 








clinics in accordance with the mother’s desire 
and financial situation.” 

A new home currently is being planned in the 
Medical Center, which will be located at 1720 
West Polk Street. 

< > 


Medical assistants to hold 
annual meeting in Chicago 


The second annual convention of the Ameri- 
can Association of Medical Assistants will be 
held at the Palmer House, Chicago, October 31 
to November 2. This organization, made up of 
assistants in offices of physicians, has a member- 
ship of nearly 6,000 in 17 states and has been 
given the approval of state medical societies and 
the American Medical Association. 

The purposes of the AAMA are to inspire its 
members to render honest, loyal, and efficient 
service to the medical profession and to the 
public. Several states offer educational courses 
with the co-operation of colleges and universities 
to help the assistant become more valuable in the 
physician’s office. 
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Confidential 


In a 1952 case in Illinois, where there is no 
medical statute, Mr. X sued Mr. Y for alienating 
his wife’s affections. Mr. X sought to question 
his wife’s psychiatrist concerning information 
she had revealed during psychiatric consulta- 
tions. The psychiatrist refused to testify on the 
ground that any communications to him in the 
course of psychotherapy were confidential and 
could not be divulged without the patient’s con- 
sent. The Illinois trial court upheld the claim 
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Write to Miss Hallie Cummins, Medical Rec- 
ord Library, Caro State Hospital for Epileptics, 
Caro, Mich., for further information. 


< > 
Use of ultrasonics 


The American Institute of Ultrasonics in 
Medicine will hold its interim meeting in the 
Bellevue-Stratford Hotel, Philadelphia, August 
23. Dr. John H. Aldes, 4833 Fountain Avenue, 
Los Angeles 29, is secretary. 


< > 
To discuss allergies 


The Third International Congress on Aller- 
gology, sponsored by the International Associa- 
tion of Allergology and French Allergy Asso- 
ciation, will be held in Paris, October 19-26. The 
program will include symposia on asthma and 
emphysema, immunology, recent clinical ad- 
vances, biochemical aspects, auto-immune reac- 
tions, dermatology, and socioeconomic aspects. 

Write Dr. B. N. Halpern, 197 Boulevard St. 
Germain, Paris VII, for information. 


>>> 


of privilege, even in the absence of a medical 
statute, and excused the psychiatrist from testi- 
fying. The case was not appealed. Three of the 
17 states which do not have the orthodox physi- 
cian-patient privilege have recently passed 
legislation providing that “the confidential re- 
lations and communications between licensed 
applied psychologist and client are placed upon 
the same basis as those provided by law between 
attorney and client.” Ralph Slovenko. The Physi- 
cian and Privileged Communications. J. Louisi- 
ana M. Soc. Feb. 1958. 
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Actions by AMA House 


The Reference Committee on Legislation and 
Public Relations of the American Medical As- 
sociation’s House of Delegates, at its recent 
meeting in San Francisco, reported on a number 
of resolutions of interest to county medical so- 
ciety PR and Legislative Committee chairmen. 


SOCIAL SECURITY 


The committee had before it several resolu- 
tions dealing with the question of social security 
coverage of physicians. The Medical Society of 
the State of New York, which had gone on rec- 
ord as supporting the idea, asked for a mail 
poll of the entire AMA membership. A similar 
request came from the Medical Society of Ulster 
County, New York, and a Connecticut delegate. 
The latter proposed coverage on a state-by-state 
basis, and asked for approval of that principle. 
Two other Medical Society of New York resolu- 
tions asked that the AMA approve full coverage 
and requested Congress to pass the necessary 
legislation. 

The Texas delegation proposed a strong con- 
demnation of the idea on the ground that “it is 
becoming increasingly evident that the social 
security system is providing the mechanism 
through which the practice of medicine in this 
country is being engulfed in the web of social- 
ism.” 

The reference committee heard a great deal of 
argument. After deliberation, it came up with 
recommendations that all of the resolutions be 
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disapproved, except the Texas proposal which 
was changed to read: 


“Whereas, proposals for the inclusion of self- 
employed physicians in the social security system 
have been made repeatedly and are now pending 
before Congress ; and 

“Whereas, the matter has been discussed sev- 
eral times before the AMA House of Delegates 
and its reference committees, yet there remains 
the necessity of reiterating our position to mem- 
bers of ‘Congress and to the general public that 
American physicians still strongly oppose being 
included in the social security system; and 

“Whereas, American physicans always have 
stood on the principle of security through per- 
sonal initiative; therefore be it 

“Resolved, that the House of Delegates of the 
American Medical Association unequivocally op- 
poses the compulsory inclusion of self-employed 
physicians in the social security system.” 

The substitute resolution was adopted. 


FORAND BILL 


Two resolutions condemning the Forand Bill 
and any similar measure which would provide 
hospital and medical services for social security 
beneficiaries were approved by the House on the 
ground that such legislation would be a step 
toward a national system of compulsory health 
insurance. 

The reference committee believed, and the 
House concurred, “that publicity concerning 
these resolutions should be left to the discretion 
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of those individuals within the Association 
charged with the responsibility of conducting 
the campaign against Forand-type legislation.” 


CARE OF AGED 


The House adopted a resolution which called 
upon Congress to refrain from the passage of 
laws which would hamper the efforts of the new- 
ly organized Joint Council to Improve the 
Health Care of the Aged by making the aged 
more dependent upon the federal government. 
The Joint Council was formed by the AMA, 
American Dental Association, American Hos- 
pital Association, and American Nursing Home 
Association. The resolution asked that these or- 
ganizations be given “reasonable time to work 
out the solution of the problem in the traditional 
American way.” 

MEDICARE 


The Texas delegation introduced a resolu- 
tion calling for repeal of Public Law 569 (Medi- 
care) or its modification to provide medical care 
for dependents of uniformed services personnel 
through voluntary prepayment plans or by ade- 
quate pay increases to such personnel to enable 
them to buy voluntary prepaid insurance. This 
followed the recent action of the Texas Medical 
Association in dropping Medicare. 

The reference committee took the position that 
the changes requested could be accomplished 
through modification of the present implement- 
ing directives without the necessity of new legis- 
lation. Therefore, it was recommended and 
agreed to by the House, that the resolution be 
not approved and that the House reaffirm its 
position taken in 1957 that “we..... are rec- 
ommending that the decision as to the type of 
contract and whether or not a fee schedule is 
included in future contract negotiations should 
be left to individual state determination.” 

Also reaffirmed was the AMA’s basic conten- 
tion that the Dependent Medical Care Act, as 
enacted by Congress, does not require fixed fee 
schedules, that the establishment of such sched- 
ules would be more expensive than permitting 
physicians to charge their normal fees, and that 
fixed fee schedules would ultimately disrupt the 
economics of medical practice. 


JENKINS-KEOGH 


Strong support of the principle of the Jenkins- 
Keogh plans, under which self-employed per- 
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sons may establish their own retirement pro- 
grams with proper tax deferments similar to 
those granted to employed individuals, was asked 
in another resolution introduced by Texas. In 
this, the House concurred. 


CARE OF INDIGENT 


Concerned over the fact that recent acts of 
Congress and several state Legislatures provide 
medical services for non-indigent at the expense 
of taxpayers, another resolution asked that a 
specially designated committee be named to 
study the problem and to prepare a campaign of 
action. - 

The reference committee approved the princi- 
ple and recommended the matter be referred to 
the Board of Trustees for study and implementa- 
tion. This was done. 


VA HOSPITALS 


A substitute resolution covering the restriction 
of hospitalization of veterans at VA hospitals 
to those with service connected disabilities was 
offered by the reference committee. It called at- 
tention to the fact that the government in 1957 
spent $619,614,000 on medical care of veterans 
in VA hospitals, of which about three fourths 
had non-service disabilities. 

Since Congress allegedly is seeking to econo- 
mize, the resolution proposed that the AMA 
urge congressional action to restrict veteran 
hospitalization to those with service connected 
disabilities. It also urged that the Dean’s com- 
mittees restrict their activities to VA hospitals 
that admit only patients with service connected 
disabilities. The House agreed. 


PHYSICIAN DRAFT 


Another substitute resolution presented by the 
reference committee dealt with the drafting of 
physicans in time of a national emergency. The 
basic selective service act covering procurement 
of physicians and other specialists for the armed 
forces expires June 30, 1959. It includes no 
provision for an equitable call-up of physicians. 

Since the Department of Defense is preparing 
legislation for an extension of the draft for pres- 
entation at the next Congress, it was proposed 
that the AMA Board of Trustees effect a liaison 
with the department “for the purpose of effect- 
ing a more equitable call-up of physicians in 
time of a national emergency.” The resolution 
was adopted in that form. 








KOREAN ORPHANS 


A resolution with a possible sentimental im- 
pact concerned the opening of American homes 
to Korean orphans. These children are being 
admitted to this country without having to meet 
provisions relating to aliens with tuberculosis. 
Many of them have been found to be infected 
with severe communicable diseases, including 
pulmonary tuberculosis and enteric diseases. 

The reference committee commended the 
American people for their humanitarian efforts 
and expressed the hope that those who have un- 
dertaken the task of transporting these unfor- 
tunate children to their new homes will be able 
to continue their wonderful work. Nevertheless, 
it was felt that in the interest of these children, 
their adoptive families, and the communities in 
which they may reside there should be some con- 
trol of the admission of those with severe com- 
municable diseases. The House concurred in a 


<<< 


Smoking and peptic ulcer 


It appears unlikely that smoking is an impor- 
tant and direct cause of peptic ulcer. The con- 
sumption of tobacco, particularly of cigarettes, 
has increased in Britain over the past two or 
three decades, while the incidence of gastric ulcer 
is thought to have diminished. In contrast, the 
incidence of duodenal ulcer has almost certainly 
increased, but in this case the association with 
smoking is less. Furthermore the distribution of 
gastric ulcer mortality throughout the world is 
quite unlike the distribution of tobacco smoking. 
On present evidence, it seems more reasonable 
to suggest, as a working hypothesis, that the ef- 
fect of smoking is to interfere with healing of 
the ulcer and to help to maintain its chronicity. 
R. Doll, M.D. et al. Effect of Smoking on the 
Production and Maintenance of Gastric and 
Duodenal Ulcers. Lancet Mar. 29, 1958. 
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recommendation that Congress be urged to take 
the necessary legislative steps. 


< > 


AMA public relations institute 


The American Medical Association will hold 
its annual Public Relations Institute at the 
Drake Hotel, Chicago, August 27-28. 

Among the subjects to be discussed by experts 
in the PR field will be: the effect on medicine 
of changes in the social and economic life, get- 
ting along with people, how to say what you 
have to say, good PR projects, food faddism, and 
public interest in medical science news. There 
will be informal clinics on television, legislation, 
bulletins, and other subjects. 

State and county medical society officials and 
committee members concerned with PR problems 
will find this institute most helpful. 


>>> 


The medical lobby 


Sixty years ago medical lobbying in America 
really came to life, in a nice way, with the de- 
cision of the American Medical Association— 
in convention assembled—that a national depart- 
ment of health under a secretary with cabinet 
status was needed. It was further concluded that 
the secretary should be a physician rather than 
a politician if the requirements for each seemed 
incompatible. Another issue was an antivivisec- 
tion bill that had been proposed for the District 
of Columbia. It was then that the editor of the 
Journal of the American Medical Association 
insisted that resolutions will have little effect 
on Congress, compared with a direct approach 
to senators and representatives by individual 
physicians—in other words, the lobby. Genesis 
of the Medical Lobby. New England J. Med. 
May 15, 1958. 
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W e are pleased to note that the FDA wants 
more control over the cosmetic industry 
and will advocate legislation much like the “new 
drug” section of existing laws. This will require 
thorough proof of the safety of each new finished 
product before it reaches the market. Such legis- 
lation must await passage of the chemical food 
additive law. 

Something must be done to curb the reckless 
advertising of the cosmetic industry. It is under- 
standable that competition is keen and new items 
sell best. But this is no excuse for the wild and 
extravagant claims for cosmetics such as those 
containing chick embryo extracts (biostimu- 
lants), plankton, roasted and powdered hair, 
horse serum, amniotic fluid, orchid pollen, pla- 
centa residue, or royal jelly. 

It is difficult for a physician to sit back and 
relax when he reads about skin tranquilizing 
creams that erase from the face all signs of stress 
and strain. The same can be said of placenta ex- 
tracts to rejuvenate aging skin; the placental in- 
gredients that go into these cosmetics are the 
residue left over by pharmaceutical manufac- 
turers after the valuable constituents have been 
removed. 


SARCOIDOSIS 


The VA has linked sarcoidosis with Eastern 
pine tree pollen. A Washington release quotes 
M. M. Cummings, director of research, as say- 
also are found in the tuberculosis microbe, and 
ing “two chemicals found in wax from the pollen 
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are similar if not identical to materials found in 
sarcoidosis lesions by British investigators.” Fur- 
ther study showed that the distribution of the 
disease among 1,200 American veterans corre- 
lates closely with a map of pine tree areas on the 
east coast. 
VA 

The comparative cost of hospital care in VA 
and in nonfederal hospitals was reported recently 
in the Federal Medical Services Newsletter. The 
VA hospital cost per case was higher than either 
private or local government care in every type 
of facility except the tuberculosis hospital ; three 
times more than in nonfederal hospitals; twice 
as much as in local government hospitals; and 
over four times as much as the average private 
hospital case. VA’s general medical and surgical 
patients have an average stay of 30.2 days, about 
four times the average for private and general 
surgical hospitals. 


A WARNING 


Physicians cannot afford to ignore informa- 
tion in official brochures on new drugs. This was 
the tone of the speech prepared by Medical Di- 
rector Holland of the FDA for the American 
Therapeutic Society. Many large court awards 
have been given for malpractice on the basis of 
failure by the physician to read or follow the in- 
formation contained in the brochures put out by 
pharmaceutical houses. This is a turnabout from 
the time when the physician used his judgment 
along these lines but is not surprising, because 
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dosage directions, route of administration, fre- 
quency of use, side effects, signs of toxicity, and 
contraindications were established originally by 
physicians during clinical trials. 


ARTHRITIS 

The long term use of Plaquenil and Aralen 
for arthritis appears to be safe and effective. Dr. 
A. L. Scherbel and associates at the Cleveland 
Clinic have used these antimalarials on 805 pa- 
tients with rheumatoid arthritis and allied dis- 
eases for periods ranging up to three years. They 
found a low percentage of major relapses after 
attaining maximum improvement. The drugs 
were most useful in maintaining long term sup- 
pression of connective tissue inflammation in pa- 
tients with active rheumatoid arthritis. 


CYTOLOGY 

A new technique for obtaining sputum for 
diagnostic purposes was reported by Dr. Alvan 
T. Barach and associates at Columbia-Presbyte- 
rian Medical Center. They used a Nebu-halent to 
spray 20 per cent propylene glycol and 10 to 15 
per cent salt solution into the lungs. The mix- 
ture was heated to irritate the membranes and 
stimulate coughing. 

Dr. Howard F. Raskin, of the University of 
Chicago, told the American Medical Association 
conventioneers in San Francisco that exfoliative 
cytology is more accurate than X-ray in diagnos- 
ing cancer of the gastrointestinal tract. Secre- 
tions for analysis are obtained by irrigating the 
esophagus, stomach, duodenum, or bowel de- 
pending upon the location of the suspected 
lesion. A cytologic study of stomach secretions 
of 131 patients led to a correct preoperative 
diagnosis in 125 (95 per cent) as compared with 
81 (62 per cent) by X-ray. 


TUBERCULOSIS 

Newly reported active cases of tuberculosis 
have decreased 25 per cent since 1950. In this 
period the death rate declined 63 per cent. Good 
general health, a high standard of living, and 
improved medical care are responsible. This 
good record should continue unless a war, de- 
pression, or major catastrophe intervenes. 

The other side of the coin shows that the in- 
cidence of tuberculosis is increasing among the 
aged but more than half of the cases continue to 
occur among people under 45. The highest per- 
centage is in the working population between the 
the ages of 25 and 44. 
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NEW 


At a recent meeting of the American College 
of Angiology, Cartrax was reported as an effec- 
tive vasodilator in the treatment of intermittent 
claudication. 


Parke Davis has just completed a test of their 
four-in-one vaccine (Quadrigen) to immunize 
against polio, whooping cough, diphtheria, and 
tetanus. It was given to 300 Detroit children and 
is reported to be successful. 


The National Institute of Health has licensed 
seven pharmaceutical companies to make a poly- 
valent flu vaccine for the army, incorporating 
Asian, swine, A, A-prime, and B strains. Pfizer 
is preparing polyvalent influenza vaccine for 
civilian use that incorporates four of the com- 
mon strains. 


+ 


Liquid Bremil is Borden’s new infant food 
formula that is touted as being the closest ap- 
proach to breast milk ever developed. It is pack- 
aged in a 13 ounce can which is sufficient for one 
day’s feeding. It is diluted with an equal amount 
of sterile water and poured into the sterile 
bottles. 


Mead Johnson deserves an oscar for their new 
product, Lofenalac. They spent $85,000 develop- 
ing a preparation for which there are only 420 
new customers a year; no profit will be realized 
from the undertaking. The preparation is a 
ready prepared infant formula for victims of 
phenylketonuria. This disorder inhibits proper 
metabolism of phenylalanine, an amino acid, 
which accumulates in the blood and arrests the 
development of the brain. A severe mental de- 
ficiency results. 


Buccal Varidase is Lederle’s new enzyme tab- 
let for controlling swelling, inflammation, and 
pain associated with bruises, abscesses, phlebitis, 
acne, and other inflammatory conditions. It helps 
to thin out and loosen thick and congested mate- 
rial in bronchitis. The tablet is absorbed in the 
mouth and has the same effect as the older in- 
jectable form. 


The Lorfan Pediatric Ampul is Roche’s new 
potent narcotic antagonist. The product is in- 
tended for treatment of narcotic induced respira- 
tory depression in the newborn. An injection 
acts within one minute and the effect lasts two 
to five hours. 
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NEWS of the STATE 





COLES-CUMBERLAND 

Tak. At the June 25 meeting of the Coles- 
Cumberland County Medical Society Dr. Charles 
Supple of Toledo, presented a paper “G. U. 


. Myiasis Due to Eristalis Tenax.” This is the 


first recorded case in the medical literature. 


coOK 


Broapcast. Dr. Angelo Creticos, Chicago, 


clinical assistant professor of medicine, Uni- 
versity of Illinois College of Medicine, partici- 
pated in a one hour broadcast presented by the 
Chicago Heart Association over FM _ station 
WESL, June 26. Dr. Creticos, in a panel on 
summer recreation for children with heart diffi- 
culties, explained the medical aspects of physical 
exertion in both limited and full activity. 
Honorep. Two physicians, Dr. William H. 
Rubovits and Dr. Sidney Strauss, with 100 years’ 
total service as members of the Michael Reese 
hospital medical staff, have been honored for dis- 
tinguished and long service by their colleagues. 
APPOINTMENTS. Dr. Murray Rabinowitz of 
the Rockefeller Institute for Medical Research, 
New York, has been appointed director of the 
central cardiopulmonary laboratory at the Uni- 
versity of Chicago, effective in September. Dr. 
Rabinowitz received his medical degree at New 
York University College of Medicine in 1950. 
Dr. Dwight E. Clark of the University of Chi- 
cago has been named chairman of the depart- 
ment of surgery. He succeeds Dr. Lester R. 
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Dragstedt, who becomes emeritus next year but 
has resigned the chairmanship to complete re- 
search. 

Medical Staff. The new officers at Henrotin 
Hospital are: Drs. Roland R. Cross, Jr., presi- 
dent; George Byfield, vice president; and Caesar 
Portes, secretary-treasurer. 

HospitaL PLanninG. Dr. Vane M. Hoge, As- 
sistant Surgeon General of the United States 
Public Health Service, has been appointed Exec- 
utive Director of the 
Hospital Planning 
Council for Metropol- 
itan Chicago. Dr. 
Hoge, recognized as 
one of the nation’s 
outstanding hospital 
administrators and 
planning consultants, 
will assume the direc- 
torship of the newly 
formed planning 
council on September 
25. He will conduct a continuing research pro- 
gram designed to provide an equitable distribu- 
tion of hospitals and to determine the service re- 
quirements and needs in Chicago’s rapidly grow- 
ing metropolitan area. He also will study and 
make recommendations as to what new facilities 
are needed, where they should be located, what 
improvements must be made, and how to avoid 
the duplications of expensive resources. 





Dr. Vane M. Hoge 
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HospitaL Construction. Work on the $5,- 
500,000 state pediatric institute for retarded 
children in the West Side Medical Center, Chi- 
cago, will commence this fall. 

A $1 million remodeling job of the Mother’s 
Aid Research Pavilion of Lying-in Hospital of 
the University of Chicago clinics has been com- 
pleted. Dr. M. Edward Davis, chief of staff, said 
the objective of the new three floor research lab- 
oratory will be to provide “the basic information 
we have had to neglect while making childbirth 
safe for mothers and babies.” 

St. Francis Hospital, Evanston, broke ground 
for a $5,630,000 expansion of their present 
building. By constructing an extension along the 
front of the hospital and two at the rear, there 
will be 125 additional patient beds and enlarge- 
ment of all departments. 

Evurorr. Dr. Vincent J. O’Conor, department 
of urology, Northwestern University Medical 
School and Chicago Wesley Memorial Hospital, 
has entered three surgical movies in an Interna- 
tional Urological movie contest in connection 
with the Belgian Urological Congress during the 
World’s Fair at Brussels. Later he will go to 
Stockholm for the meeting of the International 
Society of Urology and to the joint meeting of 
the American College of Surgeons and the 
Swedish Surgical Society where he will partici- 
pate in a symposium on urinary calculi. 

Dr. Charles B. Huggins, director of the Ben 
May Laboratory for Cancer Research of the Uni- 
versity of Chicago, gave the biennial Macewen 
Surgical Lecture at the University of Glasgow. 
He was the recipient of the University of Lon- 
don’s third Comfort Crookshank Award; the 
German Federal Republic’s Order of Pour le 
Merite at Bonn; the biennial Cameron Prize of 
the University of Edinburgh; and the University 
of Toronto’s Charles Mickle Fellowship for 1958. 

traANTS. A $50,000 grant from the Colonel 
Robert R. McCormick Charitable Trust will fi- 
nance an important section of the new national 
headquarters building of the National Society 
for Crippled Children and Adults in the West 
Side Medical Center. This portion of the build- 
ing is devoted to the nationwide personnel and 
training service responsible for recruitment, 
training, and placement of young people in the 
rehabilitation professions such as physical, oc- 
cupational, and speech therapies. The gift will 
aid in facilitating granting of scholarships and 
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fellowships to students for specialized training 
in care of the crippled. 

Hektoen Institute for Medical Research of 
County Hospital received $15,000 for medical 
research from members of the Dr. Leonard H. 
and Louis G. Weissman Medical Research 
Foundation. 

Dr. Guy P. Youmans, of Northwestern Uni- 
versity Medical School, received a research grant 
from the National Tuberculosis Association for 
the year beginning July 1. Dr. Youmans will use 
his grant to continue trials on a blood test he 
helped develop that holds promise of being a 
method of determining active tuberculosis. 

St. Elizabeth’s Hospital and Dr. Lawrence G. 
Khedroo, senior staff surgeon received a $6,000 
research grant from the Schweppe Foundation 
for the further study of surgical technique in 
treating pancreatitis. 

Lecture. Charles I. Fisher, associate in medi- 
cine, Northwestern University Medical School, 
addressed the Kiwanis Club of Edgebrook, July 
16, on “Physical and Mental Hazards of Aging.” 


SANGAMON 


AnnvuAL Meetina. Dr. William DeHollander 
was named president of the Sangamon County 
Medical Society to succeed Dr. Thomas Masters. 


WINNEGABO 


DeLecaTE. Roland I. Pritikin, M.D., Rock- 
ford, is a delegate to the XVIIIth International 
Congress of Ophthalmology at Brussels in Sep- 
tember. Dr. Pritikin will read a paper accom- 
panied by his film “Mass Eye Surgery in Paki- 
stan.” 


GENERAL 

New Orricers. Illinois Society of Anesthesiol- 
ogists: Huberta M. Livingstone, M.D., Presi- 
dent; Lawrence Ruttle, M.D., President-elect : 
Harold Harris, M.D., Vice President; Clifford 
Baldwin, Jr., M.D., Secretary; Robert F. Fine- 
gan, M.D., Treasurer. 

Chicago Medical Society: Kdwin F. Hirsch, 
M.D., President ; George C. Turner, M.D., Presi- 
dent-elect ; Patrick H. McNulty, M.D., Secretary. 

Chicago Pediatrics Society: Noel G. Shaw, 
M.D., President; Raymond F. Grissom, M.D., 
Vice President; James A. Conner, M.D., Secre- 
tary; Philip L. Aries, M.D., Treasurer. 

Chicago Society of Anesthesiologists: Bernard 
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Approximately fifteen hundred people attended 
the open house of the DeKalb Medical Center on 
May 25th, 1958. These people saw the realization of 
a dream of six DeKalb general practitioners. One 
of them, Dr. E. W. Telford, won the Illinois Gen- 
eral Practitioner’s Award in 1956. Drs. Ellis, Joost, 
Ladd, McAllister, Spafford, and Telford had planned 
on this modern medical facility for more than two 
years. 

K. Galston, M.D., President; E. Trier Morch, 
M.D., Vice President; Anna E. Barnstable, M.D., 
Secretary-Treasurer. 

Awarps. Drs. Conrad L. Pirani and Percival 
M. Bailey, Evanston, were recipients of Golden 
Apple Awards presented annually at the Uni- 
versity of Illinois College of Medicine to medical 
faculty members selected for outstanding teach- 
ing. 

The Chicago Medical School conferred an 
honorary degree of doctor of science on Dr. Karl 
A. Meyer, medical superintendent of Cook 
County medical institutions. 

Northwestern University conferred a Merit 
Award on Dr. Harold M. Camp “in recognition 
of worthy achievement which has reflected credit 
upon Northwestern University and each of her 
alumni.” Service Awards were presented to Drs. 
Stephen E. Reid and Leonard F. Jourdonais “in 
recognition of loyal service rendered to the 
Northwestern University Alumni Association, its 
objectives and ideals.” 

Among the Alumni Citation Awards at Loyola 
University were those given Dr. Eugene T. Mc- 
Enery for his distinguished career as an out- 
standing physician and medical educator, and to 
Dr. Gertrude Engbring for her many years of 
teaching service at the Stritch Medical School. 

The University of Chicago Alumni Medical 
Association conferred a Distinguished Service 
Award upon Dr. LeRoy H. Sloan, clinical pro- 
fessor of medicine at the University of Illinois, 
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The DeKalb Medical Center is a modern single 
story building. It is fireproof and is completely air- 
conditioned. It houses the six general practitioner 
owners, three dentists who are tenants, a pharmacy 
that is leased, a laboratory and X-ray department, 
and a physical therapy department. Each physician 
occupies a suite 24 ft. by 28 ft. with a floor plan de- 
signed to his individual needs. 


in recognition of his contributions to the ad- 
vancement of the medical sciences. 

At the annual meeting of the Illinois Society 
of Anesthesiologists in Chicago a posthumous 
honorary membership was awarded to Dr. Arno 
B. Luckhardt for his outstanding contributions 
to anesthesiology. Mrs. Luckhardt accepted the 
award. At the same meeting, Drs. Frances 
Haines, Mary M. Lyons, and Walburga Kacin 
were presented Awards of Merit for their pioneer 
contributions in establishing organized anesthe- 
siology in Illinois. 

OrFicer. At the 31st annual meeting of the 
American Goiter Association in San Francisco, 
Dr. Warren H. Cole, Chicago, succeeded Dr. El- 
mer C. Bartels, Boston, as associate president. 


DEATHS 


Carl H. Bartling*, Rockford, who graduated 
at Northwestern University Medical School in 
1913, died June 8, aged 68. He was formerly 
affiliated with Veterans Administration Center 
at Temple, Texas. 

Frederick W. Brian*, Bloomington, who grad- 
uated at Northwestern University Medical 
School in 1911, died May 31, aged 75. 

William C. Eaker*, Alton, who graduated at 
St. Louis University School of Medicine in 1945, 
died in January, aged 44. 

Leo Gamburg*, Moline, who graduated at the 





*Indicates member of the Illinois State Medical Society. 
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University of Illinois College of Medicine in 
1931, died June 4, aged 58. 

Howard Bb. Herbert, Chicago, who graduated 
at the Chicago Medical School in 1933, died 
June 8, aged 60. He had practiced medicine in 


Chicago for 25 years. 


John P. Johnson*, retired, Varna, who grad- 
uated at Bennett Medical College in Chicago in 
1914, died April 3, aged 83. 

Martin J. Kelly, retired, Chicago, who grad- 
uated at Loyola University School of Medicine 
in 1917, died June 18, aged 74. During World 
War I, he was head of the selective service divi- 
sion of the U. 8S. Public Health Service in the 
Loop. 

Chester H. Keogh, retired, Chicago, who grad- 
uated at Rush Medical College in 1899, died 
June 18, aged 90. 

Edward P. King*, Chicago, who graduated at 
Loyola University School of Medicine in 1926, 
died June 6, aged 58. He had practiced medicine 
on Chicago’s northwest side for 32 years. 

Thomas F. retired, Rockford, who 
graduated at the Chicago College of Medicine 
and Surgery in 1908, died June 6, aged 87. 

George William Klostermann*, Irvington, who 
graduated at the Homeopathic Medical College 
of Missouri, St. Louis, in 1907, died April 7, 
aged 82, of coronary occlusion, 


Kinley*, 


Julius F. Meyer*, Chicago, who graduated at 
the College of Physicians and Surgeons of Chi- 
cago, School of Medicine of the University of 
Illinois, in 1910, died July 3, aged 79. He was 
formerly with Michael Reese and 
Children’s Memorial Hospitals. 


associated 


John Campbell Murphy*. retired, Aurora, who 
graduated at the College of Physicians and Sur- 
geons of Chicago, School of Medicine of the Uni- 
versity of Illinois, in 1904, died April 9, aged 


82. He was formerly associated with St. Joseph, 
Copley and St. Charles Hospitals. 

Joseph Henry Pavlinac*, Hamilton, who grad- 
uated at George Washington University School 
of Medicine, Washington, D. C., in 1925, died 
April 18, aged 57, of coronary thrombosis. 

John B. Preston*, Chicago, who graduated at 
the University of Illinois College of Medicine in 
1943, died July 3, aged 41. He was a senior 
member of the surgical staff of St. Mary of 
Nazareth Hospital. 

Charles L. Schmidt*, Chicago, who graduated 
at the College of Physicians and Surgeuns of 
Chicago, School of Medicine of the University of 
Illinois, in 1908, died June 30, aged 81. He was 
a member of the staff of the Evangelical Hospi- 
tal. 

Francis J. Tenczar, Sr.*, Chicago, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1917, died June 15, aged 67. 

Benjamin KE. Twitchell*, Belleville, who grad- 
uated at the American Medical College, St. 
Louis, in 1891, died April 14, aged 91, of arteri- 
osclerotic heart disease. He was a_past-presi- 
dent of the St. Clair County Medical Society ; 
served as president of the U. 8S. Board of Pen- 
sion Examiners, and county physician and cor- 
oner of St. Clair County. 

Charles 8S. Van Oosten*, Chicago, who grad- 
uated at the Chicago Medical School in 1927, 
died June 28, aged 69. He had practiced medi- 
cine in Chicago over 30 years. 

Frederick D. Vreeland*, retired, Berkeley 
Heights, New Jersey, formerly of Chicago, who 
graduated at Dearborn Medical College in Chi- 
cago in 1905, died July 8, aged 87. He had prac- 
ticed ophthalmology in Chicago for 50 years be- 
fore retiring 2 years ago. 


*Indicates member of the Illinois State Medical Society. 
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